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ABSTRACT 
Prevalence of dental caries among rural children and effectiveness of play way 
method of teaching on dental hygiene in selected school children at PSG High 
School Vedapatti, Coimbatore. 
  Tooth-decay is the most common problem affecting 50% of the children 
during the middle childhood and 70% of the children during the late adolescent. 
Dental caries is an infectious disease, which can occur when calcinogenic bacteria 
colonizes a tooth surface in the presence of dietary carbohydrates, especially refined 
sugar. 
Objectives of the study:  
To assess the prevalence of dental caries among rural children and determine 
the effectiveness of play way method of dental hygiene among school children. 
Research Methodology:  
The study was conducted in PSG high school Vedapatti, Coimbatore and the 
research design adopted in this study was one group pretest post test. As per the 
inclusion criteria 177 children were selected using the stratified sampling technique. 
Screening was done using the DMFT score, the pre test score of knowledge and 
practice of dental hygiene was assessed and Fones brushing technique was taught to 
the children. After 15 days of teaching the post test score was assessed using the same 
questionnaires. 
Major findings of the study:  
Among 500 children 177 were affected by dental caries which was identified 
using the DMFT score. While comparing the pre test and post test scores of knowledge 
and practice on dental caries and hygiene there was a significant difference between the 
tests which indicates t = 28.77 and t = 8.24 at(p<0.05).There was an association between 
the knowledge and practice score of dental caries and hygiene with the age. Thus the 
study concluded that there was an effectiveness in the play way method in teaching the 
Fones brushing technique to prevent further dental caries. 
Key Words: Play way method; Dental Hygiene; Dental Caries; Prevalence;      
Effectiveness; Fones brushing technique  
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CHAPTER-I 
INTRODUCTION 
1.1 Background of the study            
Oral health is essential for the general health of a person throughout his life span 
and is a mark of his overall health status. Dental caries is a major oral health problem in 
children. In the developing countries like India the prevalence of dental carries is very 
high among the schooler and adolescents. Research and other advances in oral health has 
underlined the effective means to maintain oral health and prevent the dental caries. 
Tooth- decay is the most common problem affecting 50% of children by middle 
childhood and 70% of late adolescent. (Tannai .D.Q, 2002) 
Dental caries is a bacterial infection that causes demineralization and destruction 
of the hard tissues of the teeth. It is caused by the action of acids due to bacterial 
fermentation of food debris on the enamel surface. It is a disease in which the minerals of 
the tooth are dissolved into the surrounding bacterial plague and to the saliva. In the 
development of dental caries, the relationship between demineralization and 
remineralization is influenced by the presence of saliva, which facilitates the 
transportation of ions, oral bacteria, and fermentable carbohydrates to the exposed 
surfaces of teeth. The bacteria metabolizes the carbohydrates, producing lactic acid 
which, in due course, demineralizes the tooth surface. (Carneiro .L, 2011) 
The prevalence and incidence of dental caries in a population is influenced by 
number of risk factors such as age, sex, ethnic group, dietary pattern and oral hygiene 
habits. Additionaly, there is a marked variability in the pattern of various diseases 
between different socioeconomic groups in the same country. The prevalence is even 
higher in rural people and among school children. The absence of the practice of healthy 
habits often leads to this type of problem. The habit of taking care of dental health is 
obtained from the parents and other senior members of family. (Sogi G.M, Basker .DJ, 
2014) 
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In India the birth rate is high and there is less spacing between two births due to 
which, mothers are not capable of giving proper care to all the children.  If dental caries 
develops after the eruption of permanent dentition, it may lead to permanent damage and 
spreads the infection throughout the body. A study was conducted in a rural block of 
Sundarbans, to assess the prevalence of dental caries among students after the eruption of 
permanent dentition. It was concluded that the socio demographic characteristics such as 
poverty, environmental resources, the type of food consumes and life style influence the 
frequency of dental caries and affect the children. (Pratyay Pratim Datta, 2013) 
Dental caries is the principle oral problem in children and adolescents. Reducing 
the incidence and consequences of the disorder is of greater importance in childhood, 
which if untreated, results to the total destruction of teeth. The age of greatest 
vulnerability is 4-8 years for the primary dentition and 12-18 years for the secondary or 
permanent dentitions. ³)OXRULGDWLRQ is the single most important commitment a 
community can make to the oral health of its children and to the IXWXUH JHQHUDWLRQV´
(David Satcher, 2002) 
1.2 Need for the study 
 Dental caries is the most common problem in the universe. It is an infectious 
disease which can occur when calcinogenic bacteria colonizes a tooth surface in the 
presence of dietary carbohydrates, especially refined sugar. Increasing the resistance of 
the tooth is done by the use of fluorides, control of plague, correct nutrition, dental health 
education, early reconception of major disorder or facial complex and a regular visit to 
the dentist.  An estimation of global DMFT (Decay, Missing, Filled Teeth) for 12 year-
old children were reported by World Health Organization in the year 2004 as 
200,335,280 children tooth were decayed, missed and filled teeth. 
A cross sectional study was conducted to determine the prevalence and 
determinant of early childhood caries among the children attending the Anganwadis of 
Wardha district, India. Among 330 children 105 were found ECC (Early Childhood 
Caries). In this study 215 children belongs to the age group of 43-60 months and 72 
(33.48%) children were found to have early childhood caries. A significant association 
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was found between the history of bottle-feeding and early childhood caries at                 
(P = 0.0218). The study describes the use of brush and paste for cleaning teeth and 
discouraging inappropriate bottle-feeding, discouraging on demand consumption of 
chocolates and sugars. (Gaidhane A.M, 2013) 
 Dental caries is more common among 6-12 years old school children because of 
poor dental hygiene, improper brushing of teeth, eating more sweets and poor oral 
hygiene. Hence the researcher was motivated to assess the prevalence of dental caries 
among school children and to improve their dental hygiene through play way method 
which will create the awareness to improve oral health status.  
 The researcher was motivated to show the Fones brushing technique to improve 
the dental hygiene of the children, to prevent dental caries and teach them about the 
health problems related to dental caries in a play way method. Thus helps to promote the 
oral hygiene and improve the health status of the children. 
1.3 Statement of the problem 
 Prevalence of dental caries among rural children and effectiveness of play 
way method of teaching on dental hygiene in selected school children at PSG high 
school Vedapatti, Coimbatore. 
1.4 Objectives 
1. To assess the prevalence of dental caries among rural children. 
2. To assess the knowledge and practice regarding dental hygiene among school 
children. 
3. To determine the effectiveness of play way method of dental hygiene among 
school children.  
4. To find out the association of knowledge score regarding prevention of dental 
caries among school children with their demographic variables. 
5. To find out the association of practice score regarding prevention of dental caries 
among school children with their demographic variables. 
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6. To find the correlation between knowledge and practice regarding dental hygiene 
among school children. 
1.5 Assumptions 
1. Teaching will help to increase the knowledge on dental hygiene among school 
children.  
2. Dental caries is a common problem among children. 
3. Intake of sugar and chocolate causes dental caries.  
1.6 Hypotheses 
H1: There will be a significant difference between pre test, post test knowledge and 
practice score regarding dental hygiene among school children at 0.05 level of 
significance. 
H2: There will be an association between knowledge on dental hygiene and selected 
demographic variables at 0.05 level of significance. 
H3: There will be an association between the practice score on prevention of dental and 
selected demographic variables at 0.05 level of significance. 
H4: There will be a correlation between knowledge and practice regarding dental 
hygiene among school children at 0.05 level of significance. 
1.7 Delimitations 
1. The study was delimited to 6-12 years old school children who have dental caries. 
2. The study was delimited for rural school children. 
1.8 Operational Definitions  
Prevalence: It is the number of school children aged 6-12 years affected with dental 
caries in PSG high school, Vedapatti, as assessed by using DMFT scoring  
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Effectiveness: Effectiveness refers to improvement in the knowledge scores and practice 
of dental hygiene by using Fones brushing technique in a play way method, as assessed 
by using knowledge and practice questionnaires and checklist on practice. 
Play way method: It referred to showing cartoon videos to school children about dental 
hygiene and showing Fones brushing techniques.  
School Children: School children referred as children in age group of 6-12 years 
children studying in 1-7th standard at PSG public high school, vedapatti, Coimbatore. 
1.9 Projected out come 
Play way method of teaching could help the child to practice proper dental 
hygiene.  
1.10 Conceptual Framework 
The conceptual framework for this study was derived from general system model 
(Ludwig Von Bertalanffy, 1968). It is regarded as a universal grand theory because of its 
unique relevancy and applicability. It is composed of both structural and functional 
components that interact within a boundary that filters the type and rate of exchange with 
the environment. Living system terms are open because there is an ongoing exchange of 
matter, energy and information, through the process of selecting the system which 
regulates the type and the amount of input through self-regulation to maintain the system 
equilibrium or homeostasis. Some types of input are used immediately in their original 
state whereas the other complex transformations are continuously processed through the 
system and are released as output. The following components in the modified general 
system model are as follows: 
Input: Input is the information needed by the system. It includes the demographic 
variables and prevalence, knowledge of dental caries and practice of dental hygiene.   
Through put: Through put is the activity phase. It is a process that allows input to 
change. It includes the play way method of teaching the Fones brushing technique. 
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Output: The information are continuously processed through the system and released as 
output in an altered state. It includes post test evaluation of the knowledge and practice 
questionnaires for dental hygiene and the checklist is used to see the practice of dental 
hygiene. 
Feedback: It is the response of the environment to the system. Feedback may be positive 
or negative or neutral. It is necessary to strengthen the input and throughput and modify 
them as desired when the result shows any inadequate practice of brushing techniques. 
Summary: 
This chapter deals with the introduction, need for the study, statement of the problem, 
objectives, assumption, hypotheses, operational definition, conceptual framework and 
projected outcome.                  
CHAPTER II 
LITERATURE REVIEW 
Researchers rarely conduct research in an intellectual vaccum; their studies are 
undertaken within the context of an existing knowledge. A critical summary of 
research on a topic of interest is often prepared to put a research problem in context 
(Polit, 2008) 
 Literature related to prevalence of dental caries. 
 Literature related to knowledge of dental caries. 
 Literature related to prevention of dental caries.  
 Literature related to dental caries.  
2.1Literature related to prevalence of dental caries 
A cross sectional epidemiological study was conducted in Chepang school 
children of Nepal. The objectives of this study was to record the prevalence of dental 
caries, report experience of dental pain and evaluate the knowledge, attitude and 
preventive practices on oral health. Data was collected using a pre test questionnaire 
among 131 school children aged 8-16-year- old and clinical examination was done. 
Out of this 56% children reported that they were cleaning their teeth daily, only 24% 
reported that they were brushing their teeth twice daily. About 86% of the children 
reported that they were using toothbrush and toothpaste to clean their teeth and 61% 
children reported that they had received oral health education. Eighty two percentage 
children did not know about fluoride and its benefit on dental health. About 50% 
children reported that bacteria was the main cause of tooth decay and 23% was 
because of not brushing teeth for gingivitis and 75% of children reported that they 
were eating sugar rich food once daily. The conclusions showed that 31% school 
children aged 8-16-year old suffered oral pain and decayed component constituted 
almost the entire DMFS/DMFT index. The brushing habit was reportedly low with 
only 24% of the children brushing twice daily (Ajay Shakya, et al., 2004). 
9 
 
A study was conducted on the prevalence of dental caries and treatment 
needs in school-going children of rural areas in Udaipur district. The total students 
involved in the study were 1587 government school children in the age group of 5-
14 years. It was concluded that dental caries was found in 46.75% of children and 
76.87%of children requires some kind of dental treatment (V Dhar  et al., 2007). 
A correlated prevalence survey was conducted on the prevalence of dental 
caries among 105 school children in Kulasekharam village, by using simple 
random sampling technique. The questionnaire was answered by the children who 
were examined for DMFT. Totally 150 children in the age group of 6-12 years with 
an equal distribution of 75 boys and 75 girls were included in the study. Higher 
number of boys (76%) reported a good knowledge about dental caries, whereas the 
percentage was only 47% of the girls for the same. Only 59% of the total 
population was reportedly scared of the dentist. The mean DMFT was 1.25 for boys 
and 0.96 for girls, whereas DMFT showed ranges of 1.36 for girls and 2.09 for 
boys (N.Joshi, 2005). 
A cross-sectional study was conducted on the prevalence and factors related to 
dental caries among pre-school children at Saddar town, Karachi, Pakistan, to 
determine the frequency of dental caries among 1000 pre-school children. Two-stage 
cluster sampling was used to select the sample. At first stage, eight clusters were 
selected randomly from total 11 clusters. During the second stage, from the eight 
selected clusters, preschools were identified and children between 3- to 6-years age 
group were assessed for dental caries. The results show that the prevalence was 51% 
with a mean DMFT score of decayed teeth was 1.95. The mean DMFT of males was 
2.3 and of females was 1.90. The mean DMFT of 3, 4, 5 and 6-year olds was 1.65, 
2.11, 2.16 and 3.11 respectively. The half of the preschoolers had dental caries 
coupled with a high prevalence of unmet dental treatment needs (Dawani, 2011). 
A cross sectional study was conducted on the prevalence of dental caries 
among school-going children of 4-6 years in Namakkal district. Among 850 examined 
children 560 (65.88%) children had dental caries and mean DMFT score was 2.86. 
Prevalence of dental caries was higher in boys (69.6%) than in girls (61.5%). It was 
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concluded that prevalence of dental caries among 4-6 years old children is high in the 
Namakkal district (Ramachandran Karunakaran, 2014). 
A descriptive study was conducted on the prevalence of dental caries in 
primary dentition in 4- to 5-year-old Preschool children in Northern Palestine. The 
1376 children of both sexes were investigated by using the DMFT index according to 
the WHO method. The 76% of the studied children experienced dental caries at the 
age of 4-5 years (1046 children). The mean DMFT score was found to be 2.46 while 
the other 24% of children were caries-free. There was no significant difference in 
caries prevalence between boys and girls (77.2% versus 74.6%). Children of highly 
educated and college graduated mothers were found to have more fillings (restored 
teeth) in comparison to those who belong to mothers who did not finish their 
secondary (high school) education. The number of caries-free children in northern 
Palestine is still far from numbers found in developed countries (Zafer Azizi , 2014). 
A survey was conducted on the prevalence and treatment needs of rural school 
children in Chidambaram Taluk, Tamil Nadu, South India. The objectives was to 
obtain information on caries prevalence and treatment needs of children aged 5-10 
years to plan appropriate dental care services in rural areas. Each child was clinically 
examined in the schools by calibrated examiners. Among 508 children, five hundred 
and eight 5-10 year-old school children (247 boys and 261 girls) were surveyed. 
Caries prevalence was 71.7 and 26.5% in primary and permanent dentition, 
respectively. In the WHO index age (5-6 years), the caries prevalence was 70.2% 
(29.8% caries-free) with a mean DMFT value of 3.54 +/- 3.71. The study concluded 
that Dental caries is a significant public health problem in this population.  
(Saravanan .S et al., 2008) 
2.2Literature related to knowledge of dental caries 
A cross sectional study was conducted on oral health knowledge and 
practices of secondary school students in Tanga. A structured questionnaire was 
used to assess the 785 students' level of oral health knowledge and practices. Six 
hundred and ninety four (88.4%) students had adequate level of knowledge on 
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causes, prevention, and signs of dental caries, 760 (96.8%) on causes and 
prevention of periodontal diseases, 695 (88.5%) on cigarette smoking as cause of 
oral cancer, and 770 (98.1%) students on importance of dental checkups. Majority 
717 (91.3%) had adequate practice of sugary food consumption while 568 (72.4%) 
had acceptable frequency of tooth brushing, 19 (2.4%) brushed at an interval of 
twelve hours, and 313 (39.9%) visited for checkup. Majority of the students had an 
adequate level of knowledge on oral health but low level of oral health practices. 
Both genders had similar level of knowledge with male predominance in oral 
health practices (Carneiro .L, Kabulwa .M, Makyao .M, Mrosso .G, Choum .R, 
2011).  
A descriptive cross sectional study was conducted on oral health knowledge 
and oral hygiene practices among primary school children aged 5-17 years in a 
rural area of Uasin Gishu district, Kenya. A questionnaire was administered to 
determine the oral health knowledge and practices among 401 students. The results 
describe that 48% brushed twice daily. Female students brushed more frequently 
than their male counterparts and 39.9% of the students knew the cause of tooth 
decay, 48.2% followed one method of prevention, while 16.5% knew the 
importance of teeth. Use of toothpaste was reported by 38.9% of the student. The 
study concluded that there is a need to increase the oral health knowledge through 
well planned school based oral health education programmes in the primary schools 
(Okemwa KA, Gatongi PM, Rotich JK 2010). 
A cross-sectional study was conducted on oral health status, knowledge, 
attitudes and behaviors among marginalized among 132 children aged 6±15 years in 
Addis Ababa, Ethiopia. The aim was to assess the prevalence of dental decay and gum 
disease and oral health practices and its barriers. A comprehensive questionnaire and 
oral examinations were conducted. The results shows that 48% did not brush teeth and 
43% brushed only once daily. Seventy-four percent had dental caries between the age 
group of 1-13 years and 52% showed evidence of bleeding upon brushing. Seventy-
eight percent did not clean teeth and were more likely to consume sugary food 
(p<0.05) with oral pain within past six months (p<0.01). The study emphasizes the 
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national oral health strategies, targeted health education to improve the access to local 
preventive tools and provision of oral care by training community health workers in 
the World Health Organization basic oral care package. (Delia Burnett et al., 2015) 
A cross sectional study was conducted on the evaluation of the knowledge, 
attitude and awareness in prevention of dental caries among 123 paediatricians at 3 
district quarters, India. The aim was to evaluate the knowledge, attitude and awareness 
of pediatricians in the prevention of dental caries. Twenty nine sets of questions were 
mailed to all 81 pediatricians. The response rate of the survey was 90% (70 out of 81), 
a total of 59% felt that the frequency of early childhood caries (ECC) in their O.P.D 
was at least once a week. 51% responded that bacteria causing dental caries cannot be 
transmitted between mother and child. 53% felt that 1 year would be ideal for first 
dental visit. 64% of pediatricians were not aware that fluoride dentifrices and dental 
sealants will prevent dental caries. The study concluded that knowledge, attitudes and 
awareness regarding oral health and prevention of dental caries was not satisfactory. It 
is essential to develop oral health information programs to pediatricians (Poornima.P, 
et al., 2015). 
2.3 Literature related to prevention of dental caries. 
A cross sectional survey was conducted on prevention of dental caries with the 
knowledge, practice and opinion of pediatricians in Lagos, to determine the 
knowledge, practice and opinion of pediatricians in prevention of dental caries. A 
questionnaire was distributed to assess their personal details, knowledge about caries, 
practice guidelines and opinion towards its prevention. Less than one-third (27.7%) of 
the pediatricians knew that bacteria causing caries can be transmitted from mother to 
child. Only one-WKLUGRIWKHSDHGLDWULFLDQVH[DPLQHFKLOGUHQ¶VWHHWKIRUdental 
caries. Majority (87.7%) pediatricians have a role in promoting oral health. A total of 
59% of the pediatricians had moderate knowledge, while (71%) of them had poor 
practice. The study concluded that there is a need of education on dental caries among 
pediatricians thus they can educate the children (O.O.Olatosi et al., 2013).   
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A cross sectional evaluation study was conducted on of awareness of 
prevention of dental caries among general pediatricians in Ghaziabad district, India, to 
evaluate the awareness of prevention of dental caries. The total subjects included in 
the survey were 88 pediatricians, through systemic random sampling.  The findings 
shows that moderate knowledge 39.7%, followed by good knowledge 36.5% and poor 
knowledge 23.8% about dental caries. The attitude for prevention of dental caries was 
positive in almost everybody 81.8%.  The present survey concluded that pediatricians 
had a good attitude and practices, but had moderate knowledge and lacked proper 
awareness about dental caries (P.Kumar, et al., 2011) 
2.4 Literature related to dental caries 
A study was conducted to assess the relationship between the socio-economic 
status, oral hygiene, gingival condition, and dental caries among 12- to 15-year-old 
children from 10 public schools with poor socio economic status were randomly 
selected from each of the five geographical areas in Irbid, Jordan. Among 674 students 
from 60% of the children belongs to rich socio economic back ground had bleeding on 
brushing and calculus. The findings showed that oral hygiene, gingival status, and 
dental caries were worse, among rich children. Therefore, dental health education is 
recommended for both socioeconomic groups. (Taani .DQ, 2002)   
An epidemiological study was conducted to describe the rate of dental carries 
among the primary school children in Jeddah, Saudi Arabia. Sample sizes of 82,250 
populations were screened. The results of the study show that 83% had dental caries in 
lower social class which was significantly associated among females and first-grade 
dental caries. The study emphasized the importance of health education with higher 
rates of group programmes and the value of school health surveys for targeting this 
young. (M.B.S.Gandeh, 2000)      
A cross-sectional prospective study was conducted to investigate the severity 
of the contributing factors of early childhood caries in preschool children attending 
Al-Ain Dental Centre, United Arab Emirates, by using structured questionnaires. 
Among 176 FKLOGUHQ¶VRIFKLOGUHQKDGGHQWDOFDULHVGXHWRFRQVXPLQJVZHHWVDQG
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bottle fed, 58 % had history of rarely brushing their teeth. and 63 % had poor oral 
hygiene. The mean DMFT and DMFS scores were 10.9 and 32.1, respectively. The 
care index was very low (6.4 %). The study concluded that there was a great need for 
community preventive programmes to solve the continuing problem of ECC (Early 
Childhood Caries). (M.B. Kowash, 2015) 
A cross-sectional study was conducted to assess the dental caries experience, 
fluorosis, and oral health behavior in children from Herat, Afghanistan. Among 1059 
children the prevalence of fluorosis was assessed. The study result showed that the 
mean (SD) number of decayed, missing, or filled teeth was DMFT = 4.88 (3.11). The 
majority of lesions in 6-year-olds were cavitated, while 12 and 15 years old showed 
more non or microcavitated lesions. Mean (range) water fluoride concentration was 
0.37 (0.19±0.67) ppm. The study concluded that the children should undergo high 
unmet dental treatment needs and caries experience (Sebastian Paris, et al., 2015). 
A cross-sectional study was conducted to assess the patterns in food and drink 
consumption before age 12 months to be associated with caries incidence by preschool 
age at Porto Alegre, Brazil. A greater number of presumably calogenic items in 
infancy was positively associated with future caries. Each one-unit increase on the 6-
month and the 12-month sweet indexes, but not the 6-month non sweet index, which 
was associated with greater S-early childhood caries incidence and associated with 
more decayed, missing, or restored teeth.The study concluded that timely and 
multilevel intervention is required for assessing infants feeding practices associated 
with dental caries. (Benjamin W. Chaffee, 2015) 
A cross-sectional descriptive study was conducted to investigate dental caries 
experience and oral health behavior among 172 school children aged 7-15 year 
attending military and paramilitary primary schools in Benin City. Systematic random 
sampling method was adopted for this study. The response rate was 95.6% and the 
study involved 96 (55.8%) males and 76 (44.2%) females with age .The prevalence of 
dental caries were 20.4% with a total mean DMFT/DMFS. About 57.6% had 
previously visited dentist. Nearly half (47.1%) reported bleeding while brushing and 
90.1% took snacks. Furthermore, 92.4% had halitosis. The results concluded that the 
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school children had satisfactory knowledge of dental personnel and good oral hygiene 
practices, but poor dental visits and snacking habits (SA Okeigbemen, 2011). 
A quasi experimental study was conducted on oral health education program 
on dental caries incidence for school children in Brazil. The objectives was to assess 
the effect of a school-based oral health education program on caries incidence in 
children. Among 240 children, 120 in experimental group and 120 in control group. 
The method of data collection was by using DMFT scale. All children were initially 
examined for dental caries (DMFT), and after 3 years, 98 children from the 
experimental group and 96 from the control group were again examined and answered 
a questionnaire on oral health issues. The students from the experimental group stated 
knowing what was dental caries and declared that they use dental floss daily, but no 
significant differences in caries incidence was observed between the experimental and 
control groups. The study concluded that school-based oral health education program 
is not adequately efficient to decrease caries incidence after three years, but some 
issues about oral health knowledge could be slightly improved (Jaime .R.A, et al., 
2015). 
A randomized sampling study was conducted on the Impact of untreated 
dental caries and its clinical consequences on the oral health-related quality of life 
of school children among 587 children aged 8±10 years, Brazilian, underwent a 
clinical oral examination for the assessment of untreated dental caries and clinical 
consequences. The WHO criteria (decayed component of the decayed, missing, and 
filled teeth D-DMFT in permanent teeth or D-DFMT in primary teeth) and the PUFA 
index were used for the oral examination. The findings showed the prevalence of 
untreated dental caries which was found to be 64.6 % and 17.9 % of children exhibited 
clinical consequences of caries. The study concluded that dental caries and its clinical 
consequences exerted a negative impact on the OHRQoL (Oral health related quality 
of life) of the schoolchildren analyzed (Leandro Silva Marques, et al., 2012). 
A cross-sectional study was conducted on oral health among 804 children aged 
6-year from Berisso, Argentina, to determine the oral health situation of the 
population. The overall prevalence of caries was 70% (temporary dentition 67.9%, 
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permanent dentition 16.3%). The DMFT index was 4.52 for males and 4.77 for 
females. For males, DMFS index scored 8.78 and for females, it scored 9.27. DMFT 
index was 0.45 for males and 0.51 for females. DMFS index scored 0.68 for males and 
0.80 for females. There were differences between socioeconomic groups (employees 
and manual workers) in DMFT and DMFS indexes. The study concluded that oral 
indices in Berisso were worse than in other Argentinean studies and were far from the 
World Health Organization global goals and that, there is an urgent need to strengthen 
the effectiveness of preventive care (Llompart .G, et al., 2014). 
An epidemiological study was conducted on oral health status of 5 years and 
12 years old school going children in rural Gurgaon, India. The objectives of the study 
oral health is an essential component of health throughout life. Total of 1003 children 
were examined of which 619 were in 5 years age group and 384 in 12 years group. 
Five years age group had prevalence of dental caries was 68.5%, dental fluorosis was 
22.5% and treatment needs were 63.7%. In 12 year age group prevalence of dental 
caries was 37.5%, dental fluorosis was 76.04%, highest community periodontal index 
score was 2, seen in 80.2% and overall treatment needs were 44.3%. The study 
concluded that, preventive approaches seem to be a viable alternative to tackle the 
overwhelming problem of dental caries and other oral diseases. Provision of oral 
health education in schools and school based preventive programs are important for 
improvement of this situation (Meenu Mittal, et al., 2014).  
 
CHAPTER III 
METHODOLOGY 
Research Methodology is the research analysis designed to develop or refine 
method of obtaining, organizing, or analyzing data. (Polit, 2008) 
The present study is to assess the prevalence of dental caries among rural 
children and to implement an effective play way method of teaching on dental hygiene 
in a selected  school children. The study includes research design, variables, setting of 
the study, population and sampling technique, instrument and tool for data collection, 
validity and reliability, technique of data collection, ethical approval, report of pilot 
study and data analysis plan. 
3.1 Research Approach and Design 
 The Research approach used for the study was quantitative evaluative 
approach. 
Research Design 
In this study we analyze the one group pre test post test design. It is a quasi 
experimental design. 
O1             X              O2  
O1:   It denotes the pre-test assessment on knowledge and practice of dental caries and 
hygiene among school children using the DMFT scoring by interview method.  
X: It denotes the intervention through play way method of teaching Fones brushing 
technique. 
O2: It denotes the post-test assessment on knowledge and practice of dental caries and 
hygiene among school children by using the same questionnaires. 
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3.2 Variables of the study 
Independent variable   
 Play way method of teaching dental hygiene. 
Dependent variable 
 Prevalence of dental caries, brushing habits, age, gender, previous dental visit 
and previous tooth ache. 
3.3 Setting of the study 
The study was conducted in PSG high school Vedapatti. The total strength of 
the school is 700 students, experienced 20 teaching staffs and 8 non teaching staffs. 
All the facilities are available in the school including stationeries, well equipped 
classrooms, laboratories and play ground thus the students can enrich their knowledge 
and extracurricular activities. 
3.4 Population and sampling 
The population was selected by screening the children using the DMFT score 
as per the inclusion criteria. Among 500 children a population of 177 was selected for 
my study. The purposive and stratified random sampling technique was adopted in this 
study. Consent for participation was obtained in written by their parents. 
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Sample size 
Calculation of sample size: Degree of precision method was adopted to determine the 
sample size 
  n =  
Where, n= sample size 
 P = mean/ Total population in a year × 100 
 q= 100-p 
 L= allowable error 
 n= 4×50×50/100 
 n= 10000/100 
 n=100 samples 
3.4.2 Sampling Criteria 
Inclusion Criteria: 
 Age group of 6-12 years of school children. 
 School children who are willing to participate in the study. 
 Children who has dental caries. 
Exclusion Criteria: 
 Students who were absent to the class. 
3.5 Instrument and tool for data collection: 
It comprises of 4 sections  
Section A: It consists of demographic data such as age, gender, previous dental visit 
and previous experience of tooth ache (Annexure IV). 
Section B: It consists of ten prevalence questionnaires and the DMFT (Decayed, 
Filled Missing Teeth) scoring. DMFT scoring is the one that was formulated by WHO 
which has an estimation illustrating how much the dentition has become affected by 
dental caries. A DMFT of 28 is maximum, meaning that all teeth are affected. A 
DMFT value of 0 indicates healthy teeth with no dental caries (Annexure IV). 
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Score Interpretation 
  
                            Total number tooth part with plaque   
                 According to the criteria× Number of teeth present 
 
Section C: It consists of 12 general knowledge questionnaires about dental caries. 
Each question carries 1 mark and a maximum score 12. The score is interpreted as 9-
12 as adequate knowledge, 5-8 moderate knowledge and less than 4 inadequate 
knowledge (Annexure IV). 
Section D:  It consists of 7 questionnaires which deal with the brushing habits of each 
child and the score is given as 1 mark for each correct answer. The score is interpreted 
as 5-7 adequate dental hygiene practice, 3-4 moderate dental hygiene practice and 0-2 
inadequate dental hygiene practice. Checklist was used to see the brushing technique 
which has the score of 2 as correctly preformed, 1 as partially performed and score of 
0 as not performed (Annexure IV).  
3.5.1 Validity and reliability 
Validity of the tool was GHWHUPLQHGE\H[SHUW¶VRSLQLRQIURPGLIIHUHQWILHOGV
The experts were requested to give their opinion, clarity, appropriateness, and 
suggestions, for modification of the tool and the content validity was obtained. 
Scores Criteria 
0 No debris or stain present 
1 Soft debris covering  not more than one ±third of the tooth surface or 
presence of  extrinsic strain without debris regardless of surface area 
covered 
2 Soft debris covering not more than one ±third, but not more than two-
third, of the exposed tooth surface. 
3 Soft debris covering more than two-third, of the exposed tooth surface. 
100 
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Reliability of the tool DMFT score was found to be range from 0.61 to 
0.91(WHO, 2003). The knowledge correlation was done by split half method. It was 
computed using Spearman Brown Correlation Coefficient method. The reliability of 
the tool was found to be 0.88. The tool was found to be reliable for the study. 
3.5.2 Technique of data collection 
Data Collection was done for a period from 29-06-2015 to 08-07-2015.a 
screening was done using the prevalence questionnaires and DMFT scoring and the 
children were selected. Pretest was done on knowledge and practice of dental caries 
and hygiene and Fones brushing technique was taught to the children. After 15 days of 
teaching the post test knowledge and practice was determined by using the same 
questionnaires.  
Steps of data collection: 
  The ethical committee approved to proceed the study.  
 Permission letter was obtained from P.S.G primary and high school at 
Vedapatti. 
 The data was collected in P.S.G high school at Vedapatti.  
 The children were screened by using DMFT index scoring. 
  After getting permission from the selected children and from their parents, 
the pretest was done for to assess the knowledge and practice regarding 
dental hygiene. 
 The Fones brushing technique was taught to the children which describes 
the time to change the brush and the type of brush used in appropriate ages 
to the children. 
 After 15 days, the post-test was done to find the knowledge and practice of 
dental hygiene. 
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3.5.3 Data collection procedure 
Data was collected in P.S.G high school at Vedapatti. The investigator selected 
the students who had dental caries and gave scores, according to the DMFT chart as 
mild, moderate, severe and more severe. After selecting the children, the pre-test was 
done using the knowledge and practice questionnaires. Fones brushing technique was 
taught to the children aged 6-12 years. After 15 days of teaching the post test was done 
using the same questionnaires. The practice of brushing technique was evaluated by 
the checklist in both the pre test and post test.  
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Intervention package  
    Fones Brushing Technique  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  Figure 3.2: Schematic representation of intervention package 
 
 
 
 
First step: The brush has to be washed. 
Second step: Small amount of paste is placed  
Third step: Place the brush at an angle on the outer 
gum line with the bristles facing towards the gum. 
Wiggle gently back and forth, repeat for each tooth 
Fourth step: Then brush the inside of each tooth using 
the same wiggling technique. 
Fifth step: Brush the chewing surface of the teeth using 
a backward and forward motion. 
Sixth step: Use the tip of the brush behind each front 
tooth both top and bottom 
Seventh step: Gently brush the tongue and gum line 
Eighth step: Perform the bushing for 2 mints and rinse 
the mouth with water. 
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3.6 Ethical approval  
The Institutional Human Ethical Committee, PSG IMS&R reviewed and 
discussed the research indicators application dated 18.02.2015 to conduct the research 
VWXG\HQWLWOHG³Prevalence of dental caries among rural children and an effective play 
ZD\PHWKRGRIWHDFKLQJRQGHQWDOK\JLHQHLQVHOHFWHGVFKRROFKLOGUHQDW&RLPEDWRUH´ 
during the IHEC meeting held on 27-02-2015. The study was approved by IHEC on 
27-03-2015. (Annexure I) 
3.7 Report of pilot study 
Pilot study was conducted to test the practicability and feasibility of the tool. It 
was conducted for a period of one week from 03-06-2015 to 10-06-2015 in PSG  high 
school, Vedapatti. Screening was done in each section from 1st to 3rd standard school 
children. Among 90 children 25 were affected with dental caries and selected for the 
study. Pretest and post test was done using the questionnaires and found that there was 
an effectiveness in the knowledge and practice of dental hygiene after teaching the 
Fones brushing technique. The study was found to be feasible.   
3.6.1 Changes brought after pilot study 
There were no major changes brought after pilot study presentation. 
3.8 Data analysis plan              
Descriptive statistics 
¾ Frequency and percentage distribution of sample will be used to assess 
demographic variables 
¾ Frequency and percentage distribution will be used to describe the level of 
knowledge on dental hygiene score. 
¾ Mean and standard deviation will be used to assess the knowledge in pre and 
post dental hygiene score. 
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Inferential statistics 
¾ PDLUHG³W´ test will be used to find out the effectiveness of play way method of 
teaching on dental hygiene. 
¾ Chi- square test will be used to find an association between pre-test evaluation 
of dental hygiene on school children and their selected demographic variable. 
¾ Correlation and coefficient will be used to find the relation between pre and 
post test knowledge and practice on dental hygiene practice.  
 
CHAPTER IV 
DATA ANALYSIS AND INTERPRETATION 
 Data analysis is the systematic organization and synthesis of research data and 
testing of research hypothesis using the data. Interpretation is the process of making 
sense of the result of a study and examining their implications. Analysis is the process 
of organizing and synthesizing data so as to answer research question and test the 
hypothesis. (Polit, 2008). In this study, the prevalence of dental caries among school 
children had to be assessed for which, the data was collected, assembled, analyzed and 
tested individually and described. The findings based on the statistical analysis are 
presented in this chapter. 
Section I 
4.1 Frequency and percentage distribution of demographic profile of dental caries 
among school children. 
4.2 Frequency and percentage distribution of prevalence of dental caries among school 
children 
4.3 Frequency, DMFT scoring and percentage distribution of prevalence of dental 
caries among school children. 
Section II 
4.4 Comparison of pre and post test knowledge scores of dental caries among school 
children. 
4.5 Comparison of pre and post test score of dental hygiene practice among school 
children. 
4.6  Comparison of mean pre and post test practice score of dental hygiene among 
school children. 
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Section III 
4.7 Association of knowledge score regarding prevention of dental caries among     
school children with their demographic variables.  
4.8 Association of practice score regarding prevention of dental caries among     
school children with their demographic variables. 
Section IV 
4.9 Correlation between the knowledge and practice of dental hygiene among school 
children.                                                                     
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SECTION I 
Table 4.1: Frequency and Percentage distribution of Demographic profile of 
Dental caries among school children                                                                         
 n = 177  
Sl. No. Baseline data Male Female 
1 Age Group f % f % 
  5-6 years 
 7-8 years 
 9-10 years 
 11-12 years 
5 
15 
39 
26 
2.8 
8.5 
22.0 
14.7 
8 
22 
41 
21 
4.5 
12.4 
23.2 
11.9 
2 Previous dental visit 
a. Attended dental visit (Yes) 
b. Not attended dental visit (No) 
92 
85 
52 
48.02 
3 Previous tooth ache 
a. Experiencing tooth ache (Yes) 
b. Not experiencing tooth ache (No) 
98 
79 
55.36 
45 
           
The table 4.1 shows that among 177 children less than one fourth of the 
children 41 (23.2%) were female belongs to the age group of 9-10 years and 39 (22%) 
were male belongs to the age group of 9-10 years. Half of the children 92 (52%) 
children had previous dental visit and half of the children 98 (55.86%) had previous 
history of tooth ache.  
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Figure 4.1: Frequency distribution of demographic variables of FKLOGUHQ¶V having 
dental caries according to their age and gender 
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Table 4.2: Frequency and Percentage distribution of screening on prevalence of 
Dental caries among school children    
                                                                                                          n =500 
 
 The table 4.2 reveals that among 500 children most of them 323(64.6%) had no 
dental caries and less than half of the children 177(35.4%) had dental caries.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Sl. No Prevalence Frequency Percentage 
(%) 
1 Dental Caries present in children 177 35.4 
2 No Dental Caries present in children 323 64.6 
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Table 4.3: Frequency and Percentage distribution of Prevalence of Dental caries 
among school children                                                                                                         
  n=177 
          
 The table 4.3 describes the prevalence of dental caries which was assessed by 
DMFT scoring which indicates that 116 children (65.536%) had moderate dental 
caries and 54 children (30.508%) had mild dental caries.   
 
 
 
Figure 4.3: Percentage distribution and DMFT scoring of Prevalence of Dental 
caries among school children 
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DMFT Scoring
Sl. No. DMFT Scoring Frequency Percentage 
(%) 
1 Mild (0-8) 54 30.50 
2 Moderate (9-12) 116 65.53 
3 Severe (17-24) 7 4 
4 More Severe (25-32) 0 0 
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SECTION II 
Null hypothesis (Ho): There will not be a significant difference between the pre test 
and post test knowledge scores on prevention of dental caries among school children.                          
Table 4.4: Comparison of pre and post test knowledge scores of dental caries 
among school children 
                 n= 177 
Variables M ± S.D µW¶ value Table  
value 
µS¶YDOXH 
Knowledge about dental  
Caries  
 Pretest  
 
 
7.75 ±1.87 
 
 
  28.77 
 
 
     1.97 
 
 
*p<0.05 
 Post-test         11.84 r0.423 
 
  Note:  Statistically significant - *p<0.05 
The table 4.4 shows the calculated value of pre and post-test knowledge was 
28.77 and the tabulated value was 1.97 at the level of (p<0.05). This shows that there 
is a significant effectiveness in the play way method of teaching dental hygiene. 
Hence the research hypothesis is accepted and null hypothesis is rejected.   
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4.5 Comparison of pre and post test scores of dental hygiene practice among 
school children.            
n = 177 
Sl.No Dental Hygiene Practice Frequency Percentage (%) 
1 Not performed Pretest 85 48.02 
Post test 10 5.64 
2 Partially performed Pretest 77 44 
Post test 60 34 
3 Correctly performed Pretest 15 8.47 
Post test 107 60.45 
 
  The table 4.4 reveals the pre and post test results of dental hygiene practice in 
most of the children. During the pretest eighty five (48.02%) children did not perform 
the brushing technique properly. During the post test most of the children 107 
(60.45%) performed the brushing technique correctly.  
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Null hypothesis (Ho): There will not be a significant difference between the pre test 
and post test practice scores on prevention of dental caries among school children.                         
Table 4.6: Comparison of mean pre and post test practice scores of dental 
hygiene among school children. 
n= 177 
Variables M± S.D µW¶ value 
 
Table  
value 
µS¶YDOXH 
Dental Hygiene Practice  
 Pretest  
 
5.93r0.76 
 
8.24 
 
1.97 
 
*p<0.05 
 Post-test      6.47r0.68 
   Note: Statistically significant - *p<0.05 
The table 4.5 shows the calculated value of pre and post-test practice scores 
was 8.24 and the tabulated value was1.97 at the level (p<0.05). This shows that there 
was a significant improvement in performing brushing techniques correctly. Hence the 
research hypothesis is accepted and null hypothesis is rejected.   
 
 
 
 
 
 
 
 
 
 
 
 
36 
 
SECTION III 
Null hypothesis (Ho): There will not be an association difference between pre test 
and post test knowledge scores on prevention of dental caries among school children.                          
Table 4.7: Association of knowledge score on prevention of dental caries among 
school children with their demographic variables 
       
  n = 177 
Note : Statistically significant - *p<0.05, NS ± not significant    
The table 4.8 shows that there is an association between age and knowledge 
score on prevention of dental caries, where children in the age group of 11-12 years 
had 35 (19.77%) adequate knowledge. Hence the research hypothesis is accepted and 
null hypothesis is rejected only in the age group.  
Sl. 
No 
Demographic  
variable 
Inadequate 
knowledge 
Less than 4 
Moderate 
knowledge 
5-8 
Adequate 
knowledge 
9-12 
df  
value 
Table 
value 
µS¶
value 
f (%) f (%) f (%) 
1 Age  
 
6 
 
 
 
53.26 
 
 
 
12.59 
 
 
 
*0.0001 
5-6  years 5 (2.82) 10 (5.64) 0 (0) 
7-8 years 0 (0) 28 (15.81) 10 (5.64) 
9-10 years 4 (2.25) 49 (27.68) 25 (14.12) 
11-12 years 0 (0) 11(6.214) 35 (19.77) 
2 Gender 
2 1.66 5.99 
 
0.436 
NS 
Male 45 (25.42) 30 (16.94) 3 (1.69) 
Female 70 (39.54) 25 (14.12) 4 (2.25) 
3 Previous Dental Visit 
2 4.37 5.99 0.1125 NS 
Yes 34 (19.20) 44 (24.85) 6 (3.38) 
No 39 (22.03) 53(29.94) 1 (0.56) 
4 Previous Tooth Ache 
2 4.22 5.99 0.1212 NS 
Yes 6 (3.38) 46 (25.98) 0 (0) 
No 1 (0.56) 53 (29.94)  0 (0) 
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Null hypothesis (Ho): There will not be an association difference between the pre test 
and post test practice scores on prevention of dental caries among school children.                          
Table 4.8: Association of practice score on prevention of dental caries among 
school children with their demographic variables. 
N = 177 
Note : Statistically significant - *p<0.05, NS ± not significant    
The table 4.8 shows that there is an association between the age and practice 
scores on prevention of dental caries, where the children in the age group of  9-10 
years had 65 (36.72%) performed partially. Hence the research hypothesis is accepted 
and null hypothesis is rejected.   
 
  
Sl. 
No 
Demographic  
Variable 
Not 
performed 
correctly 
Partially 
performed 
df  
value 
Table 
value 
P Value 
f (%) f (%) 
1 Age 
9 20.14 16.91 *0.0.17 
5-6 years 3 (1.69) 10 (5.64) 
7-8  years 10 (5.64) 2 (14.68) 
9-10  years 16 (9.03) 65 (36.72) 
11-12  years 14 (7.90) 33 (18.64) 
2 Gender 
3 6.762 7.815 0.079 NS 
Male 28 (15.81) 58 (32.76) 
Female 15 (8.47) 76 (42.93) 
3 Previous Dental Visit 
3 1.023 7.815 0.795 NS 
Yes 20 (11.29) 63 (35.59) 
No 23 (12.99) 71 (40.11) 
4 Previous Tooth Ache 
3 7.011 7.815 0.071 NS 
Yes 22 (12.42) 63 (35.59) 
No 21 (11.86) 71 (40.11) 
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SECTION IV 
Table 4.9: Co-relation between pre-test and post-test knowledge and practice of 
dental hygiene among school children 
          n = 177 
 
Variables 
 
Mean value 
 
SD 
 
µU¶value 
 
µS¶ value 
Pre-test knowledge 
and practice 
1.819 2.05 0.42 *<0.00001 
Post-test knowledge 
and practice 
5.36 0.801 0.006 <0.936826 
Note: Statistically not significant- NS 
The table 4.10 describes the co relation between the pre test and post test 
knowledge and practice of dental hygiene among school children. The pre test 
knowledge and practice score was found to be r=0.42 which was positive co relation. 
There was no co relation in the post test knowledge and practice.  
 
CHAPTER V 
RESULT AND DISCUSSION 
The discussion brings the report of this research to a closure. Discussion 
section "makes sense" of the research results. This is the most important section of any 
research report. This chapter discusses the major findings of the study. Fones  
brushing technique helps to prevent further dental caries. The main objective of the 
study is to assess the prevalence of dental caries among rural children. 
5.1 Frequency and Percentage distribution of Demographic profile of Dental 
caries among school children 
In this study most of the children were female 92(52%) was affected by dental 
caries. This study was contradicted by another study in which 80%of the children were 
male affected with dental caries (N. Joshi, 2005). 
5.2 Frequency and Percentage distribution of screening on prevalence of Dental 
caries among school children  
In this study, the total number of children screened were 500 and the majority 
323 (32.2%) of children had no dental caries. This study was supported by another 
study in which only 500 children were affected with dental caries among 1400 
population (Adekoya-Sofowora et al, 2006). 
5.3 Frequency and Percentage distribution of Prevalence of Dental caries among 
school children           
In this study, using the DMFT scoring the prevalence of dental caries among 
school children was assessed and found to be166 (65.5%) children had moderate 
dental caries and seven (4%) children had severe dental caries. The study was 
supported by another study showing the results of 0.45% in males and 0.51% for 
females who were found to have dental caries by using DMFT index (Llompart .G, et 
al., 2014). 
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5.4 Comparison of pre and post test knowledge scores of dental caries among 
school children. 
In this study there was a significant difference in the pre test and post test 
knowledge scores on dental hygiene at p<0.05.This was supported by another study in 
which   IEC (Information, Education and Communication) was effective in improving 
the knowledge level on dental hygiene among school children (Ms.Saranya Santhosh 
2014). 
5.5 Comparison of pre and post test scores of dental hygiene practice among 
school children. 
 In this study, while comparing the pre and post test score of dental hygiene 
there was a significant difference between the tests thus describing the importance of 
Fones brushing technique among school children affected by dental caries. A similar 
study supporting this study explains half of the children twenty (50.0%) had poor pre-
training knowledge and after training all the children had adequate knowledge on 
dental hygiene which was statistically significant at the level of p<0.05(A.A Dedeke 
et al,. 2013). 
5.6 Comparison of mean pre and post test practice scores of dental hygiene 
among school children. 
 In this study, there was an effectiveness between the pre test and post test 
practice scores of dental hygiene at p<0.05. A similar study says that, there was a 
significant increase in oral hygiene scores and decrease in debris scores compared to 
the baseline in both groups at 1 week and 1 month. After 3 months interval, both the 
groups showed a decrease in oral hygiene scores from baseline with group B showing 
highly significant reduction. The mean increase in knowledge score was also 
significantly better in group B (p < 0.05) (Yogesh Kumar et al,. 2015). 
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5.7Association of knowledge score regarding prevention of dental caries among 
school children with their demographic variables.    
 In this study, there was an association between age and knowledge score on 
prevention of dental caries, where children in the age group of 11-12 years had 35 
(19.77%) adequate knowledge. This study was contradicted by another study saying 
there was no association between the dental caries and the BMI (Yadav .P.K, et al., 
2012).  
   5.8 Association of practice score on prevention of dental caries among school 
children with their demographic variables. 
 In this study there was an association between the age and practice scores on 
prevention of dental caries, where the children in the age group of 9-10 years had 65 
(36.72%) performed partially. This study was supported by another study in which 
good dental hygiene practices such as frequency of brushing, frequency of changing 
the brush, performing inter dental cleaning, and importance of cleaning the tongue 
helps to prevent further dental caries which was statistically significant at p<0.001 
( Sara Dakhili et al,. 2015). 
5.9 Co-relation between pre-test and post-test knowledge and practice of dental 
hygiene among school children 
In this study, the co relation between the pre test and post test knowledge and 
practice of dental hygiene among school children. The pre test knowledge and practice 
score was found to be r=0.42 which was positive co relation. There was no co relation 
in the post test knowledge and practice. A similar study says that there was a co 
relation between the knowledge and practice scores by using the plug index and 
gingival index scores at 3 weeks and 6 months follow-up examination (Ikreet Singh 
Bal et al,. 2013). 
CHAPTER VI 
SUMMARY AND CONCLUSION 
A study was conducted to assess the prevalence of dental caries among rural 
children and effective play way method of teaching was given on dental hygiene in 
PSG high school, Vedapatti, Coimbatore, Tamilnadu. A total of 177 subjects were 
selected. The population comprises of children between 6-12years (1st standard to 7th 
standard). Out of 177 children, 13 children were 5-6 years old, 37 children were 7-8 
years old, 80 children were 9-10 years old and 47 children were 11-12 years old. 
Using purposive and stratified random sampling technique, the children were 
selected by interview method using the questionnaires. The data obtained from the oral 
examination was interpreted for dental caries using the DMFT scale (Decayed, 
Missing, Filled Teeth due to dental caries)  
 Paired "t" test was used to find the effectiveness of play way method of 
teaching dental hygiene and Chi-square Ȥ2 was used to find the association of 
knowledge score and practice score on prevention of dental caries among school 
children with their demographic variables. 
6.1 Major findings of the study 
 Most of the children 80 (45.19%) had dental caries in the age group of 9-10 
years which comprises of 41(23.2%) were female and 39(22.0%) were male. 
 Half of the children 92 (52%) had attended the previous dental visit. 
 Half of the children 98 (55.36%) experienced previous tooth ache. 
 Most of the children 323 (64.6%) were not affected with dental caries. 
 The DMFT average score shows that 116 (65.536%) were moderately affected 
with dental caries. 
 There was a significant improvement in the knowledge score t = 28.77 
(p<0.05). 
 There was a significant improvement in the practice score through Fones 
brushing t =8.24 (p<0.05).  
43 
 There was an association between the knowledge score and age group among 
school children with dental caries. (Ȥ2 = 53.26 at P<0.05) 
 Comparison of the pre and post test results of dental hygiene practice shows 
that 107 (60.45%) children performed proper dental hygiene practice. 
 There was an association between the practice score and age group among 
school children with dental caries. (Ȥ2 = 20.14  at P<0.05) 
 There was a co relation to the pretest knowledge and practice regarding dental 
caries.(r =0.42 at P<0.05) 
6.2 Conclusion 
The education has a vital role in improving the knowledge of the students 
regarding dental hygiene. Since school education is an integral part of medical and 
dental services, teachers can play an important role in health educational programme, 
making the children an important channel for disseminating the health information to 
the families and the communities. The student community needs to be strengthened 
with the treasure of knowledge especially with health related issues. In this study, it 
was indented to assess the prevalence of dental caries among rural children and 
conduct an effective play way method of teaching dental hygiene at PSG high school, 
Vedapatti, Coimbatore. The report of the study is found to have a significant effect on 
play way method of teaching the Fones brushing technique to improve the dental 
hygiene practice among school children. 
6.3 Nursing Implication: 
The present study has implications for nursing practice, nursing education, 
nursing administration and nursing research. 
6.3.1 Nursing practice: 
¾ Education and awareness on dental care could be provided for individual, 
family and community to achieve optimum oral hygiene. 
¾  Awareness program on dental care and prevention of dental caries can be 
conducted periodically in the hospital. 
¾ Practice on screening children for dental caries can be done periodically. 
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6.3.2 Nursing Education: 
¾ Nursing curriculum can be modified with an increase in the emphasis on dental 
care for children in child health nursing. 
¾ Recommendation of short-term course of pediatrics nursing for dental hygiene. 
¾  Students can also be trained to work in pediatrics care under dental hygiene 
practice. 
6.3.3 Nursing Administration: 
¾ People at the administrator position can make necessary policies to implement 
the concept of pediatric dental hygiene. 
¾ Administrator can organize in-service education programs on dental hygiene 
practice. 
6.3.4 Nursing Research: 
¾ Studies can be done by comparing different interventions for improving dental 
hygiene among school children.  
¾ The study provides awareness among school children regarding dental caries.  
6.4 Limitations: 
¾ The study is limited to children in the age group of 6-12 years.  
 
6.5 Recommendations: 
 A comparative study can be conducted on the prevalence of dental caries 
among rural and urban primary school children. 
 A follow-up study can be conducted to determine the effectiveness of the play 
way method of teaching on dental hygiene for school children.  
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ANNEXURE-III 
Institutional Human Ethics Committee 
PSG Institute of Medical Sciences and Research, Coimbatore 
Assent to be in a Research Study 
For children between 7-18 years old  
 
I want to tell you about something called a research study. A research study is 
³Prevalence of dental caries among rural children and effectiveness of play way method 
of teaching on dental hygiene in selected school children at PSG high school , Vedapatti, 
Coimbatore". 
The objectives of this study are:  
 
Primary Objective: 
 To assess the knowledge of dental caries among rural children. 
 To assess the knowledge regarding dental hygiene among school children. 
Secondary Objective: 
 To determine the effectiveness of play way method of dental hygiene among 
school children. 
 To find out the association of knowledge score regarding prevention of dental 
caries among school children with their demographic variable. 
Intervention:  By showing cartoon video and brushing technique to improve the dental 
hygiene.   
Sample size: 100 
Study volunteers / participants are (specify population group & age group): Children who 
Have dental caries. 
  
Location: At vedapatty PSG high school. 
 
Benefits from this study: To improve dental hygiene. 
Risks involved by participating in this study: there is no risk. 
 
Why are we meeting with you? 
,DPGRLQJD UHVHDUFKVWXG\ZLWKFDUWRRQDQGEUXVKLQJWHFKQLTXHV¶ZKLFKLVXVHGWR
improve dental hygiene of school children. So, I have come to meet you today to analyse the 
VDPH$IWHUWHOO\RXDERXWWKLVVWXG\,ZLOODVNLI\RXGLGQ¶WOLNHWREHLQWKLVVWXG\RUQRW 
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Why are we doing this study? 
I want to find out whether the use of cartoon video and brushing technique improves 
the dental hygiene of school children. So am getting information from lots of boys and girls 
like you. In the whole study, there will be about 100 children. 
 
What will happen to you if you are in this study? 
If you agree to participate in this study,  
 I will make you to watch a cartoon video and show brushing technique.  
 
Will this study hurt? 
No. this study will not hurt you in anyway. 
 
Will you get better if you are in this study? 
1R WKLV VWXG\ ZRQ¶W PDNH \RX IHHO EHWWHU RU JHW ZHOO %XW , ZLOO PLJKW ILQG RXW
something that will help other children like you later. 
 
Will everybody come to know about my condition? (Confidentiality) 
Iwill not tell other people that you are in this research and we won't share information 
about you to anyone who does not work in the research study. 
 
Is this bad or dangerous for me? (Risks involved) 
No. There is no risk in this study. 
 
Do I get anything for being in the research? 
No. 
Will you tell me the results? 
The findings of this research will be shared with you. 
 
Do you have any questions? 
You can ask questions any time. You can ask now. You can ask later. You can talk to 
me or you can talk to someone else. 
 
Do you have to be in this study? 
1R\RXGRQ¶W1RRQHZLOOIRUFH\RXLI\RXGRQ¶WZDQWWRGRWKLV,I\RXGRQ¶WZDQWWR
be in this study just tell us (or) if you do want to be in the study, just tell us and remember 
WKDW\RXFDQVD\\HVQRZDQGFKDQJH\RXUPLQGODWHU,W¶VXSWR\RXThis will not affect in 
any way your future treatmentl. 
 
Who can I talk to or ask questions to? 
You can talk to me anytime in this Number 9489290667. 
 ,I\RXGRQ¶WZDQWWREHLQWKLVVWXG\MXVWWHOOXVRU,I\RXZDQWWREHLQWKLVVWXG\
just tell us. This will not affect in any way your future treatment. I will give you a copy of 
this form to keep with you. 
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SIGNATURE OF PERSON CONDUCTING ASSENT DISCUSSION 
 
I have explained the study to ______________________(print name of child here) in 
language he/she can understand, and the child has agreed to be in the study. 
 
______________________________ _______________ 
 
Signature of Person Conducting Assent Discussion Date 
 
___________S.CINKU ANGELINE ____________________ 
Name of Person Conducting Assent Discussion (print) 
 
Part 2: Certificate of Assent 
  I have read this information (or had the information read to me) I have had my 
questions answered and know that I can ask questions later if I have them. 
I agree to take part in the research. 
OR 
 do not wish to take part in the research and I have not signed the assent 
below.___________ 
  
(initialed by child/minor) 
Only if child assents: 
 
Print name of child ___________________ 
 
Signature of child: ____________________ 
 
Date:________________ 
day/month/year 
 
If illiterate: 
A literate witness must sign (if possible, this person should be selected by the participant, not 
be a parent, and should have no connection to the research team). Participants who are 
illiterate should include their thumb print as well. I have witnessed the accurate reading of the 
assent form to the child, and the individual has had 
the opportunity to ask questions. I confirm that the individual has given consent freely. 
 
Print name of witness (not a parent)_________________ AND Thumb print of participant 
 
Signature of witness ______________________ 
Date ________________________ 
Day/month/year 
 
I have accurately read or witnessed the accurate reading of the assent form to the potential 
participant, and the individual has had the opportunity to ask questions. I confirm that the 
individual has given assent freely. 
Print name of researcher________________ 
 
Contact no-principal investigator no:9489290667 
IHEC NO:0422 2570170 Extn:5818 
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Institutional Human Ethics Committee 
PSG Institute of Medical Sciences and Research, Coimbatore 
Parental Consent Form 
 
Title of Study: ³Prevalence of dental caries among rural children and 
effectiveness of play way method of teaching on dental hygiene in selected school 
children at PSG high school, Vedapatti, Coimbatore". 
Name of the Principal Investigator: S.CINKU ANGELINE. 
 
Department: Child health nursing. 
              
Your (son/daughter/child/infant/adolescent youth) is invited to participate in a study 
of ³Prevalence of dental caries among rural children and effectiveness of play way 
method of teaching on dental hygiene in selected school children at PSG high school , 
Vedapatti, Coimbatore". 
My name is S.Cinku Angeline_and I am a M.Sc Nursing 1st year,Child Health 
Nursing department in College of nursing at PSG Institute of Medical Sciences and Research, 
Coimbatore. I am asking for permission to include your (son/daughter/child/infant/adolescent 
\RXWK LQ WKLV VWXG\EHFDXVH , H[SHFW WRKDYH«««1umber) participants in the study.If 
you allow your child to participate, Any information that is obtained in connection with this 
study and that can be identified with your (son/daughter/child/infant/adolescent youth) will 
remain confidential and will be disclosed only with your permission. His or her responses 
will not be linked to his or her name or your name in any written or verbal report of this 
research project. Your decision to allow your (son/daughter/child/infant/adolescent youth) to 
participate will not affect your or his or her present or future relationship with PSGIMS&R or 
PSG Hospitals .If you have any questions about the study, please ask me. If you have any 
questions later, call me at9489290667.You may keep a copy of this consent form. You are 
making a decision about allowing your (son/daughter/child/infant/adolescent youth) to 
participate in this study. Your signature below indicates that you have read the information 
provided above and have decided to allow him or her to participate in the study. If you later 
decide that you wish to withdraw your permission for your 
(son/daughter/child/infant/adolescent youth) to participate in the study, simply tell me. You 
may discontinue his or her participation at any time. This will not affect in any way your 
future treatment in this hospital. 
 
Printed Name of (son/daughter/child/infant/adolescent youth) 
 
Signature of Parent(s) or Legal Guardian with Date 
 
 Signature of Investigator with / Date 
Contact no-principal investigator no:9489290667 
IHEC NO:0422 2570170 Extn:5818 
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ÁÉ¢¾ ¦¿È¢Ó¨Èì ÌØ, â º¡ §¸¡ ÁÕòÐÅì ¸øæÃ¢ ÁüÚõ ¬Ã¡öîº¢ ¿¢ÚÅÉõ 
¬Ã¡öîº¢Â¢ø ÀíÌ ¦ÀÚÅ¾ü¸¡É ´ôÒ¾ø ÀÊÅõ 
7 Ó¾ø 18 ÅÂ¾¢üÌ ¯ðÀð¼ ÌÆó¨¾¸Ùì¸¡ÉÐ 
¿¡¡í¸û ±¾ü¸¡¸ ¯í¸¨Ç ºó¾¢ì¸¢§È¡õ? 
¿¡í¸û §Áü¦¸¡ûÇ þÕìÌõ ¬öÅ¢¨Éô ÀüÈ¢ ¯í¸ÙìÌ ÜÈ ¯û§Ç¡õ. ¬ö× ±ýÀÐ 
ÁÕòÐÅ÷¸û ¯¼ø ¿Äõ ÁüÚõ Å¢Â¡¾¢¸û ÌÈ¢òÐ ¾¸Åø¸û §º¸Ã¢ò¾ø ¬Ìõ. ¦ºÅ¢Ä¢Â÷ º¢ýÌ 
²ïºÄ¢ý .º¡, ÁüÚõ º¢Ä÷ §º÷óÐ Ô¸¢Ã¡ÁôÀÌ¾¢Â¢ø Åº¢ìÌõ ÀûÇ¢ Óý ÀÕÅ ÁüÚõ 
ÀûÇ¢ôÀÕÅì ÌÆó¨¾¸û Áò¾¢Â¢ø ÀÃÅ¢Â¢ÕìÌõ Àü¦º¡ò¨¾Â¢ý Å¢¸¢¾ò¨¾ ¬Ã¡ö¾ø ÁüÚõ 
cib­i©uµc²}¹¯{¯i{h~²}¯{¹ubm³ÕÀüÈ¢ §ÁÖõ ¾¸Åø¸û 
«È¢óÐ ¦¸¡ûÇ ´Õ ¬ö× §Áü¦¸¡ûÇ ¯ûÇÉ÷. «¾¨Éô ÀüÈ¢ ¿¡í¸û ¯í¸ÙìÌ 
Å¢ÅÃÁ¡¸ì ÜÈ¢Â À¢ý þó¾ ¬öÅ¢ø Àí§¸üÀÐ ÀüÈ¢ ¯í¸û ¸Õò¾¢¨Éò ¦¾Ã¢Å¢ì¸Ä¡õ.  
¿¡¡í¸û ±¾ü¸¡¸ þó¾ ¬öÅ¢¨É §Áü¦¸¡û¸¢§È¡õ? 
¿¡í¸û ¸¢Ã¡ÁôÒÈ ÀÌ¾¢Â¢ø Åº¢ìÌõ ÌÆó¨¾¸Ç¢¨¼§Â ÀÃÅ¢Â¢ÕìÌõ Àü¦º¡ò¨¾Â¢ý Å¢¸¢¾ò¨¾ 
ÀüÈ¢ ¸ñÎÀ¢Êì¸ ÓÂüº¢ì¸¢§È¡õ. ±É§Å ¯í¸¨Çô§À¡ýÈ ÀÄ ÌÆó¨¾¸Ç¢¼õ ¾¸Åø §º¸Ã¢ì¸ 
¯û§Ç¡õ. þó¾ ¬öÅ¢ø ÍÁ¡÷ 100 ÁüÚõ «¾üÌ §ÁüÀð¼ ÌÆó¨¾¸û ÀíÌ ¦ÀÈ ¯ûÇÉ÷. 
þó¾ ¬öÅ¢ø ¿£í¸û Àí§¸üÈ¡ø ±ýÉ ¿¼ìÌõ? 
¿£í¸û Àüº¢¨¾¨Å ÀüÈ¢Â º¢Ä §¸ûÅ¢¸ÙìÌ À¾¢ÄÇ¢ì¸ §ÅñÎõ.  
þó¾ ¬öÅ¢É¡ø ÅÄ¢ ²üÀÎÁ¡? 
þø¨Ä  
þó¾ ¬öÅ¢ø Àí§¸üÀ¾¡ø ¿Äõ «¨¼Å£÷¸Ç¡? 
þø¨Ä. þ¾É¡ø ¿£í¸û ¿ÄÁ¨¼Â ÓÊÂ¡Ð. ¬É¡ø, ¦ºÅ¢Ä¢Â÷¸û þó¾ ¬öÅ¢ý ãÄõ 
À¢ü¸¡Äò¾¢ø ¯í¸¨Çô §À¡ýÈ ÌÆó¨¾¸ÙìÌ ¯À§Â¡¸ô ÀÎõ Å¨¸Â¢ø º¢Ä ÅÆ¢Ó¨È¸¨Çì 
¸ñÎÀ¢Êì¸Ä¡õ. 
±ø§Ä¡ÕìÌõ ±ý ¿¢¨Ä ÀüÈ¢ ¦¾Ã¢Â ÅÕÁ¡? (¿õÀ¸ò¾ý¨Á) 
¿£í¸û þó¾ ¬öÅ¢ø Àí§¸üÀ¨¾ ¿¡í¸û ÁüÈÅ÷¸ÙìÌò ¦¾Ã¢Å¢ì¸ Á¡ð§¼¡õ. ¯í¸¨Çô 
ÀüÈ¢Â ¾¸Åø¸¨Ç ¬öÅ¢ø ºõÀó¾ô À¼¡¾ ¿À÷¸ÙìÌò ¦¾Ã¢Å¢ì¸ Á¡ð§¼¡õ. 
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þó¾ ¬ö× ±ÉìÌ ¦¸Î¾ø «øÄÐ ¬ÀòÐ Å¢¨ÇÅ¢ìÌÁ¡? 
þø¨Ä 
þó¾ ¬öÅ¢ø Àí§¸üÀ¾¡ø ±ÉìÌ ±Ð×õ ¸¢¨¼ìÌÁ¡? 
þø¨Ä 
¿£í¸û ±ÉìÌ þó¾ ¬öÅ¢ý ÓÊ×¸¨Çò ¦¾Ã¢Å¢ôÀ£÷¸Ç¡? 
 ¿£í¸û Å¢ÕôÀô Àð¼¡ø, þó¾ ¬öÅ¢ý ÓÊ×¸û ¯í¸ÙìÌò ¦¾Ã¢Âô ÀÎò¾ôÀÎõ. 
¯í¸ÙìÌ ²§¾Ûõ §¸ûÅ¢¸û ¯ûÇ¾¡? 
¿£í¸û þô¦À¡Ø§¾¡ À¢ýÉ§Ã¡ ±ó¾ §¿Ãò¾¢Öõ ¯í¸û ºó§¾¸í¸¨Çì §¸ð¸Ä¡õ. ±ýÉ¢¼§Á¡ 
«øÄÐ þó¾ ¬öÅ¢ý À¢È ¬Ã¡öîº¢Â¡Ç÷¸Ç¢¼§Á¡ ¯í¸û ºó§¾¸í¸¨Çì §¸ð¸Ä¡õ. 
þó¾ ¬öÅ¢ø ¿£í¸û Àí§¸ü¸ §ÅñÎÁ¡? 
þø¨Ä. þ¾¢ø Àí§¸ü¸¡¾¾¡ø ¯í¸¨Ç Â¡Õõ ±Ð×õ ¦ºöÂô§À¡Å¾¢ø¨Ä. ¯í¸ÙìÌ Å¢ÕôÀõ 
þø¨Ä ±ýÈ¡ø ±í¸Ç¢¼õ ¦¾Ã¢Å¢ì¸Ä¡õ. ¿£í¸û Àí§¸ü¸ Å¢ÕõÀ¢É¡Öõ ±í¸Ç¢¼õ 
¦¾Ã¢Å¢ì¸Ä¡õ. ¿£í¸û þô¦À¡ØÐ ´òÐì ¦¸¡ñÎ À¢ýÉ÷ ÁÉõ Á¡È¢ ¬öÅ¢Ä¢ÕóÐ 
Å¢ÄÌÅ¾¡É¡ø Å¢Ä¸Ä¡õ ±ýÀ¨¾Ôõ ÁÉ¾¢ø ¦¸¡ûÇ×õ. þÐ ¿£í¸û À¢ü¸¡Äò¾¢ø 
ÁÕòÐÅÁ¨ÉÂ¢ø ¦ÀÚõ º¢¸¢î¨º¨Â ±ó¾ Å¢¾ò¾¢Öõ À¡¾¢ì¸¡Ð ±ýÀ¨¾Ôõ ¿¡í¸û 
¯í¸ÙìÌò ¦¾Ã¢Å¢òÐì ¦¸¡ûÇ Å¢ÕõÒ¸¢§È¡õ. 
¿¡ý Â¡Ã¢¼õ §Àº «øÄÐ ºó§¾¸õ §¸ð¸ ÓÊÔõ? 
¯í¸ÙìÌ ¬öÅ¢ø ²§¾Ûõ §¸ûÅ¢¸û þÕó¾¡ø ±ý¨É §¸Ùí¸û. þó¾ ¬ö× ¦¾¡¼÷À¡¸ 
¯í¸û (Á¸ý / Á¸û / ÌÆó¨¾¸û) ÀüÈ¢ ±ó¾ §¸ûÅ¢¸û «øÄÐ ¸Å¨Ä¸û þÕó¾¡ø ±ý¨É 
«¨Æì¸×õ (9489290667). 
 
¯í¸ÙìÌ Å¢ÕôÀõ þø¨Ä ±ýÈ¡ø ±í¸Ç¢¼õ ¦¾Ã¢Å¢ì¸×õ. ¿£í¸û Àí§¸ü¸ Å¢ÕõÀ¢É¡ø 
±í¸Ç¢¼õ ¦¾Ã¢Å¢ì¸×õ. 
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´ôÒ¾ø ¸ÄóÐ¨ÃÂ¡¼ø ¿¼ò¾¢Â ¿ÀÃ¢ý ¨¸¦Â¡ôÀõ 
¿¡ý ___________________ ±ýÛõ ÌÆó¨¾ìÌô ÒÃ¢Ôõ ¦Á¡Æ¢Â¢ø þó¾ ¬öÅ¢¨Éô 
ÀüÈ¢ Å¢ÅÃ¢òÐû§Çý. ÌÆó¨¾ þó¾ ¬öÅ¢ø ÀíÌ ¦ÀÈ ´ôÒì ¦¸¡ñÎûÇÐ. 
 
¸ÄóÐ¨ÃÂ¡¼ø ¦ºö¾Å÷ ¨¸¦Â¡ôÀõ __________________ §¾¾¢ 
 
¸ÄóÐ¨ÃÂ¡¼ø ¦ºö¾Å÷ ¦ÀÂ÷ ______________________ 
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À¡¸õ 2-´ôÒ¾ø º¡ýÈ¢¾ú 
¿¡ý þó¾ ¾¸Å¨Äô ÀÊòÐò ¦¾Ã¢óÐ ¦¸¡ñ§¼ý (ÀÊòÐò ¦¾Ã¢Å¢ì¸ôÀðÎû§Çý). ±ÉÐ 
ºó§¾¸í¸¨Çì §¸ðÎ ¦¾Ç¢× ÀÎò¾¢ì ¦¸¡ñ§¼ý. À¢ü¸¡Äò¾¢Öõ ±ÉÐ ºó§¾¸í¸¨Çì 
§¸ð¸Ä¡õ ±ýÀ¨¾Ôõ «È¢óÐ ¦¸¡ñ§¼ý. 
¿¡ý þó¾ ¬öÅ¢ø ÀíÌ ¦ÀÈ Å¢ÕõÒ¸¢§Èý 
(«øÄÐ) 
±ÉìÌ þó¾ ¬öÅ¢ø Àí§¸ü¸ Å¢ÕôÀõ þø¨Ä, ¿¡ý ¸£ú ¸ñ¼ ´ôÒ¾ø ÀÊÅò¾¢ø 
¨¸¦ÂØò¾¢¼Å¢ø¨Ä __________________ (ÌÆó¨¾Â¢ý ¨¸¦Â¡ôÀõ) 
ÌÆó¨¾ ´ôÒì¦¸¡ñ¼¡ø ÁðÎõ 
1. ÌÆó¨¾Â¢ý ¦ÀÂ÷ 
2. ÌÆó¨¾Â¢ý ¨¸¦Â¡ôÀõ 
3. §¾¾¢ 
ÀÊôÀÈ¢Å¢øÄ¡¾Å÷¸Ç¡¸ þÕó¾¡ø 
´Õ ÀÊò¾ º¡ðº¢ (ÌÆó¨¾Â¢ý ¦Àü§È¡ÃøÄ¡¾, Àí§¸üÀÅÃ¡ø §¾÷ó¦¾Îì¸ôÀð¼ ´Õ ¿À÷) 
¨¸¦Â¡ôÀÁ¢¼§ÅñÎõ. ÀÊôÀÈ¢Å¢øÄ¡¾Å÷ ¾í¸û ¨¸¿¡ð¨¼ô À¾¢ì¸§ÅñÎõ. ÌÆó¨¾Â¢¼õ 
´ôÒ¾ø ¦ÀÚõ ¦À¡ØÐ þó¾ô ÀÊÅõ ÀÊì¸ô Àð¼¨¾ ¿¡ý ¯¼É¢ÕóÐ ¸ÅÉ¢ò§¾ý. 
Àí§¸üÀ¡Ç÷ ¾ÉÐ ºó§¾¸í¸¨Çì §¸ðÎ ¦¾Ã¢óÐ ¦¸¡ûÇ Å¡öôÀÇ¢ì¸ôÀð¼Ð ±ýÀ¨¾ 
«È¢óÐ ¦¸¡ñ§¼ý. Àí§¸üÀ¡Ç÷ ¾ÉÐ ´ôÒ¾¨Ä ¾ÉÐ ¦º¡ó¾ Å¢ÕôÀò¾¢ø ¾¡ý ¦¾Ã¢Å¢ò¾¡÷ 
±ýÚ +Ú¾¢ÂÇ¢ì¸¢§Èý. 
 
º¡ðº¢Â¢ý ¦ÀÂ÷ ______________     Àí§¸üÀÅÃ¢ý ¨¸¿¡ðÎ 
º¡ðº¢Â¢ý ¨¸¦ÂØòÐ ______________ 
§¾¾¢ ________________ 
¿¡ý Àí§¸üÀ¡ÇÕìÌ ´ôÒ¾ø ÀÊÅò¨¾ ÓØÅÐõ ÀÊòÐì ¸¡ðÊ§Éý / ÀÊòÐì ¸¡ðÊÂ¨¾ 
¸ÅÉ¢ò§¾ý. Àí§¸üÀ¡Ç÷ ¾ÉÐ ºó§¾¸í¸¨Çì §¸ðÎ ¦¾Ã¢óÐ ¦¸¡ûÇ Å¡öôÀÇ¢ì¸ôÀðð¼Ð 
±ýÀ¨¾ «È¢óÐ ¦¸¡ñ§¼ý. Àí§¸üÀ¡Ç÷ ¾ÉÐ ´ôÒ¾¨Ä ¾ÉÐ ¦º¡ó¾ Å¢ÕôÀò¾¢ø ¾¡ý 
¦¾Ã¢Å¢ò¾¡÷ ±ýÚ ¯Ú¾¢ÂÇ¢ì¸¢§Èý. 
¬öÅ¡ÇÃ¢ý ¦ÀÂ÷ _____________ 
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¦Àü§È¡÷ ´ôÒ¾ø ÀÊÅõ 
¾¨ÄôÒ: 
Ô¸¢Ã¡ÁôÀÌ¾¢Â¢ø Åº¢ìÌõ ÀûÇ¢ Óý ÀÕÅ ÁüÚõ ÀûÇ¢ôÀÕÅì ÌÆó¨¾¸û Áò¾¢Â¢ø 
ÀÃÅ¢Â¢ÕìÌõ Àü¦º¡ò¨¾Â¢ý Å¢¸¢¾ò¨¾ ¬Ã¡ö¾ø ÁüÚõ Å¢¨ÇÂ¡ðÎ Ó¨Èì ¸øÅ¢ ÓÄõ 
ÀüÍò¾ò¨¾ §ÁõÀÎòÐÅ¾ü¸¡É ¬ö× 
 
À¢Ã¡¾¡É «ÛºÃ¨½Â¡Ç÷ ¦ÀÂ÷: º 
Ð¨È: ÌÆó¨¾¸û ¿Ä ÁÕòÐÅõ 
 
¿¡ý þó¾ ¬öÅ¢ø ¯í¸û (Á¸ý / Á¸û / ÌÆó¨¾¸û) §º÷ì¸ «ÛÁ¾¢ §¸ð¸¢§Èý. 
 
±ý ¦ÀÂ÷.º¡, ÓÐ¸¨Ä ¦ºÅ¢Ä¢Â÷, PSG IMS&R, §¸¡ÂÓòà÷. 
 
±ý ¬ö× ÌÈ¢ì§¸¡û:  
 ¸¢Ã¡ÁôÀÌ¾¢Â¢ø Åº¢ìÌõ ÀûÇ¢ Óý ÀÕÅ ÁüÚõ ÀûÇ¢ôÀÕÅì ÌÆó¨¾¸û Áò¾¢Â¢ø 
ÀÃÅ¢Â¢ÕìÌõ Àü¦º¡ò¨¾Â¢ý Å¢¸¢¾ò¨¾ ¬Ã¡ö¾ø ÁüÚõ Å¢¨ÇÂ¡ðÎ Ó¨Èì ¸øÅ¢ 
ãÄõ ÀüÍò¾ò¨¾ §ÁõÀÎòÐÅÐ. 
 
¿¡ý þó¾ ¬öÅ¢ø ¯í¸û (Á¸ý / Á¸û / ÌÆó¨¾¸û) §º÷ì¸ «ÛÁ¾¢ §¸ð¸¢§Èý, ²¦ÉÉ¢ø 
¿¡ý þó¾ ¬öÅ¢ø 100 ÌÆó¨¾¸û Àí§¸üÀ¡÷¸û ±ýÚ ±¾¢÷À¡÷ì¸¢§Èý. ¿£í¸û ¯í¸û 
ÌÆó¨¾¨Â Àí§¸ü¸ º¢Ä §¸ûÅ¢¸û §¸ð¸ôÀÎõ. 
 
þó¾ ¬ö× ¦¾¡¼÷À¡¸ ¯í¸û (Á¸ý / Á¸û / ÌÆó¨¾¸û) ¦ÀÈôÀð¼ ¾¸Åø¸û þÃ¸º¢ÂÁ¡¸ 
þÕìÌõ. ¯í¸û «ÛÁ¾¢Ô¼ý ÁðÎ§Á ÁüÈÅ÷¸û «È¢óÐ ¦¸¡ûÇ ÓÊÔõ. 
 
¯í¸û (Á¸ý / Á¸û / ÌÆó¨¾¸û) ¾ü§À¡Ð Àí§¸ü¸ «ÛÁ¾¢ ¦¸¡ÎìÌõ ÓÊ×¸û PSG 
IMS&R ÁÕòÐÅÁ¨ÉÂ¢ý ¯ÈÅ¢ø ±¾¢÷¸¡Äò¾¢ø ±ó¾ Å¢¾ À¡¾¢ôÒõ þÕì¸¡Ð.  
 
¯í¸ÙìÌ ¬öÅ¢ø ²§¾Ûõ §¸ûÅ¢¸û þÕó¾¡ø ±ý¨É §¸Ùí¸û. þó¾ ¬ö× ¦¾¡¼÷À¡¸ 
¯í¸û (Á¸ý / Á¸û / ÌÆó¨¾¸û) ÀüÈ¢ ±ó¾ §¸ûÅ¢¸û «øÄÐ ¸Å¨Ä¸û þÕó¾¡ø ±ý¨É 
«¨Æì¸×õ (9489290667). 
 
þó¾ ´ôÒ¾ø ÀÊÅò¾¢ø ´Õ À¢Ã¾¢¨Â ¿£í¸û ¦ÀüÚì¦¸¡ûÇÄ¡õ. ¿£í¸û þó¾ ¬öÅ¢ø 
Àí§¸ü¸ ¯í¸û (Á¸ý / Á¸û / ÌÆó¨¾¸û) ÓÊ×¦ºö¸¢È£÷¸Ç¡É¡ø £¸§Æ ¨¸¦ÂØò¾¢ðÎ 
«¾ü¸¡É ´ôÒ¾¨Ä «Ç¢ì¸ §ÅñÎõ. 
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±ó¾ §¿Ãò¾¢ø §ÅñÎÁ¡É¡Öõ ¬öÅ¡ÇÃ¢¼õ ¦¾Ã¢Å¢òÐÅ¢ðÎ ¬öÅ¢Ä¢ÕóÐ 
Å¢Ä¸¢ì¦¸¡ûÙõ ¯Ã¢¨Á ¯í¸ÙìÌ ¯ñÎ.  
 
¦ÀÂ÷ (Á¸ý / Á¸û / ÌÆó¨¾¸û):  
 
 
¦Àü§È¡÷ «øÄÐ ºð¼ôâ÷ÅÁ¡É À¡Ð¸¡ÅÄÃ¢ý ¨¸¦Â¡ôÀõ / §¾¾¢ 
 
 
¬öÅ¡ÇÃ¢ý ¨¸¦Â¡ôÀõ / §¾¾¢ 
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ANNEXURE-IV 
Tool for data collection 
Section A : Demographic Variables 
1. Sample Numbers                   : 
2. Age : 
3. Gender : 
4. Have you visited the dentist before? 
Yes     {      }              No    {      }     
   
5. Weather you have experienced tooth ache earlier? 
Yes    {      }           No    {      } 
            Treatment undertaken if any? 
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Section B: 
Assessment of Prevalence of Dental Caries Oral examination to 6-12yrs children 
 
1. Total number of teeth present                     {      } 
 
2. Number of milk teeth present                     {      } 
 
3. Number of permanent teeth present            {      } 
 
4. Number of tooth decay 
a. Partial                                              {       }        
b. Complete                                         {       }  
 
 
5. Number of teeth missing 
a. Milk teeth 
b. Permanent teeth 
c. Due to dental caries 
d. Other than dental caries 
 
6. Number of tooth filled                                 {       } 
 
7. Whether there is tooth pain? 
 
        Yes     {   }      No   {   } 
 
8. Whether there is halitosis {Foul smell}? 
 
         Yes    {   }     No     {   } 
9. Whether there is discoloration due to flurosis {white discoloration} 
Yes   {   }   No   {   } 
 
10. Whether there is bleeding gums? 
 
            Yes   {   }     No   {    } 
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Key for oral examination 
Calculation 
Method Used:- DMFT(Decayed,Missed,Filling,Teeth due to dental caries) 
 The mean number of teeth or tooth surfaces decayed, missing or filled because 
of decay among school children. 
 D-Decayed 
M-Missing 
F-Filled 
T-Teeth 
 
Interpretation:- 
DMFT gives an estimation illustrating how much the dentition so far has become 
affected by dental caries. A DMFT of 28 is maximum, meaning that all teeth are affected. A 
DMFT value of 0 indicates healthy teeth with no dental caries. 
 
        Number of decayed, missed,filled teeth due to dental caries 
Formula used=          X 100 
                                    Total number of teeth examined 
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Indices used for dental caries assessment 
Dental Caries: 
A progressive irreversible microbial disease affecting the hard parts of the tooth. It is the 
most prevalent chronic disease affecting the human race. Once it occurs, its manifestations 
persist throughout life even the lesion is treated. It usually begins soon after the teeth erupted 
into the oral cavity. So, it is a post eruptive disease. It affects persons both genders, all races, 
all ages, all socio-economic groups. 
1- Indices used for coronal caries. A- Permanent teeth. 
B- Primary teeth. 
2- Indices used for root caries. 
*Permanent teeth index: 
 
Decayed-Missing-Filled Index ( DMF ) which was introduced by Klein, Palmer and 
Knutson in 1938 and modified by WHO: 
1-DMF teeth index (DMFT) which measures the prevalence of dental caries/Teeth. 
2- DMF surfaces index (DMFS) which measures the severity of dental caries. 
The components are: 
 
D component: 
Used to describe (Decayed teeth) which include: 
1. Carious tooth. 
2. Filled tooth with recurrent decay. 
3. Only the root are left. 
4. Defect filling with caries. 
5. Temporary filling. 
6. Filled tooth surface with other surface decayed. 
 
M component: 
Used to describe (Missing teeth due to caries) other cases should be excluded these are: 
1. Tooth that extracted for reasons other than caries should be excluded, which include: a-
Orthodontic treatment. 
b-Impaction. 
c-Periodontal disease. 
2. Unerupted teeth. 
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3. Congenitally missing.
4. Avalsion teeth due to trauma or accident. 
 
F component: 
Used to describe (Filled teeth due to caries). Teeth were considered filled without decay 
when one or more permanent restorations were present and there was no secondary 
(recurrent) caries or other area of the tooth with primary caries. A tooth with a crown placed 
because of previous decay was recorded in this category. Teeth stored for reason other than 
dental caries should be excluded, which include: 
1. Trauma (fracture). 
2. Hypoplasia (cosmatic purposes). 
3. Bridge abutment (retention). 
4. Seal a root canal due to trauma. 
5. Fissure sealant. 
6. Preventive filling. 
 
Note : 
1- A tooth is considered to be erupted when just the cusp tip of the occlusal surface or incisor 
edge is exposed . The excluded teeth in the DMF index are: 
1- Supernumerary teeth. 
2- The third molar according to Klein, Palmer and Knutson only. 
2-Limitations - DMF index can be invalid in older adults or in children because index can 
overestimate caries record by cases other than dental caries. 
 
Principle and rules in recoding: 
1-DMFT: 
1- A tooth may have several restorations but it counted as one tooth, F. 
2- A tooth may have restoration on one surface and caries on the other, it should be counted 
as decayed D . 
3- No tooth must be counted more than once, D M F or sound. 
2-DMFS 
Each tooth was recorded scored as 4 surfaces for anterior teeth and 5 surfaces for posterior 
teeth. 
 Retained root was recorded as 4 D for anterior teeth, 5 D for posterior teeth. 
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 Missing tooth was recorded as 4 M for anterior teeth, 5 M for posterior teeth. 
 Tooth with crown was recorded as 4 F for anterior teeth, 5 F for posterior teeth. 
 
Calculation of DMFT \ DMFS: 
1- For individual 2- For population 
DMF = D + M + F Mean DMF = Total DMF 
Total No. of the subjects examined 
 
Maximum score: Minimum score = Zero 
1- DMFT = 32 
2- DMFS = 12 * 4 + 20 * 5 
= 48 + 100 = 148 or 128 
*Primary teeth index: 
1- dmft / dmfs Maximum scores: dmft = 20 , dmfs = 88 
2- deft / defs , which was introduced by Gruebbel in 1944 
d- decayed tooth . 
e- decayed tooth indicated for extraction . 
f- filled tooth. 
3- dft / dfs 
In which the missing teeth are ignored, because in children it is difficult to make sure whether 
the missing tooth was exfoliated or extracted due to caries or due to serial extraction. 
 
Mixed dentition: 
Each child is given a separate index, one for permanent teeth and another for primary teeth. 
Information from the dental caries indices can be derived to show the: 
1. Number of persons affected by dental caries (%). 
2. Number of surfaces and teeth with past and present dental caries (DMFT / dmft -- DMFS / 
dmfs). 
3. Number of teeth that need treatment, missing due to caries, and have been treated ( DT/dt , 
MT/mt , FT/f t). 
Q- How could you differentiate between tooth missing due to caries and due to exfoliation? 
1- By age of the patient if it is near to exfoliation time or not. 
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2- The shape of ridge is concave in carious missing tooth and straight in exfoliated one and 
permanent successor may be seen. 
3- DMF/dmf index is higher in association with carious missing tooth 
especially adjacent and the contra lateral teeth. 
4- Bad oral hygiene mainly associated with carious teeth. 
 
Q- How could you differentiate between tooth missing due to caries and due to orthodontic 
treatment? 
1- By type of teeth, in ortho. treatment most teeth should be extracted are 4,5/c, d while in 
carious missing teeth any teeth may be involved. 
2- Bilateral and /or opposing missing generally associated with ortho. treatment, while in 
carious missing teeth it is not necessary. 
3- DMF/dmf index is higher in association with carious missing tooth especially adjacent and 
the contra lateral teeth with bad oral hygiene mainly associated with carious teeth. 
4- Crowding or appliance may be seen in ortho. treatment. 
*Root Caries Index (RCI), which was introduced by Katz in 1979: 
 
RCI is based on the requirement that gingival recession must occur before root surface 
lesions begin. Therefore, only teeth with gingival recession are examined. 
1. All teeth are examined in both the lower and upper arch. 
2. To obtain the RCI, each of the four surfaces the mesial, distal, buccal (labial), and lingual, 
of a root are examined for a single tooth. 
3. When multiple types of root surfaces are exposed, the most severely affected root surface 
be recorded for that tooth. 
 
The calculation of RCI: 
RCI = (R-D) + (R-F) *100 
(R-D) + (R-F) + (R-N) 
(R-D) is no. of root surfaces with decay. 
(R-F) is no. of root surfaces which have permanent filling. 
(R-N) is the no. of sound root surfaces. 
 
71 
 
 
        Total number tooth part with plaque   
        According to the criteria× Number of teeth presen 
Scores Critreia 
0 No debris or stain present 
1 Soft debris covering  not more than one ±third of the tooth surface or 
presence of  extrinsic strain without debris regardless of surface area 
covered 
2 Soft debris covering not more than one ±third ,but not more than two-third, 
of  the exposed tooth surface. 
3 Soft debris covering more than two-third, of  the exposed tooth surface. 
100 
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SECTION C: 
ASSESSMENT OF KNOWLEDGE ABOUT DENTAL CARIES 
 
1. Dental caries is  
a. Infection of teeth by micro organisms 
b. Gum bleeding 
c. 'RQ¶WNQRZ 
 
2. Dental caries is caused by  
a. Improper brushing and mouth washing 
b. Proper brushing and mouth washing 
c. 'RQ¶WNQRZ 
 
3. Most common age group affected by dental caries is  
a. Old age 
b. School age 
c. 'RQ¶WNQRZ 
 
4. Food stuffs which causes dental caries are 
a. Cakes, Candies, Sweet 
b. Rice 
c. Vegetables 
d. 'RQ¶WNQRZ 
 
5. Impaction of food particles on teeth can cause dental caries? 
         Yes   {     }             No   {    } 
 
6. The signs of dental caries is  
a. Tooth pain 
b. Black coloration of the tooth 
c. Yellow  coloration  of tooth 
d. 'RQ¶WNQRZ 
 
7. Whether dental caries will spread from one tooth to other tooth? 
 
Yes   {    }                      No    {     }    
                 
8. The method to brush the teeth is 
a. Horizontal movements 
b. Vertical movements  
c.  Rotatory movements 
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9. Correct time to change the tooth brush is 
a. 3 months once 
b. 6 months once 
c. Yearly once 
 
10.   Dental caries is prevented by 
a. Brushing alone 
b. Rinsing the mouth after every meals 
c. Both 
 
11.   The frequency to visit the dentist is 
a. 6  months once 
b. 1 year once 
 
12.    Sensitivity to hot and cold drinks and sweets is a symptom of dental caries 
           Yes   {     }              No    {     } 
 
Scoring  
  The total mark are 12.Each question caries 1 mark. 
    9-12marks is adequate knowledge 
    5-8 marks is moderate knowledge 
    Less than 4 is inadequate knowledge 
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Section D: 
ASSESSMENT OF DENTAL HYGIENE PRACTICE 
1. Do you brush your teeth in the morning?           
Yes    {      }                    No     {      }    
            2. Do you have the habit of drinking bed coffee?  
           Yes   {      }                          No      {      }      
3. What device do you use for brushing your teeth? 
            a. Neem stick  
            b. Finger 
            c. Tooth brush 
4. What do you use for brushing? 
             a. Ash 
             b. Tooth paste  
             c. Tooth powder 
             d. Brick powder 
             f. Any others 
5. Do you eat chocolates and cream biscuits? 
    Yes   {     }                 No       {      } 
6. Do you brush your teeth before going to bed?  
Yes   {     }                 No       {      } 
7. Do you have the habit of thumb sucking? 
Yes   {     }                 No       {      } 
Scoring 
  Each question caries 1 mark 
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¸¢Ã¡ÁôÀÌ¾¢Â¢ø Åº¢ìÌõ ÀûÇ¢ Óý ÀÕÅ ÁüÚõ ÀûÇ¢ôÀÕÅì ÌÆó¨¾¸û Áò¾¢Â¢ø 
ÀÃÅ¢Â¢ÕìÌõ Àü¦º¡ò¨¾Â¢ý Å¢¸¢¾ò¨¾ ¬Ã¡ö¾ø ÁüÚõ Å¢¨ÇÂ¡ðÎ Ó¨Èì ¸øÅ¢ ÓÄõ 
ÀüÍò¾ò¨¾ §ÁõÀÎòÐÅ¾ü¸¡É ¬ö× 
ÀÌ¾¢-« 
«ÊôÀ¨¼ ¾¸ùø 
1. Á¡¾¢Ã¢ ±ñ : 
2. ÅÂÐ  : 
3. À¡Ä¢Éõ : 
4. ¿£í¸û Àø ÁÕòÐÅ¨Ã þ¾üÌ Óý ºó¾¢òÐûÇ£÷¸Ç¡? 
¬õ   þø¨Ä 
5. ¯í¸ÙìÌ Àø ÅÄ¢ ÁüÚõ «¨¾ô ÀüÈ¢Â «ÛÀÅõ ¯ûÇ¾¡? 
¬õ   þø¨Ä 
¬õ ±É¢ø, ÁÕòÐÅ º¢¸¢î¨º ±ýÉ ±Îò¾£÷¸û _______________________ 
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ÀÌ¾¢-¬ 
6-12 ÅÂÐ Å¨ÃÔûÇ ÌÆó¨¾¸ÙìÌ Àø ÀÃ¢§º¡¾¨É ãÄõ Àüº¢¨¾¨Å ¸ñ¼È¢Ôõ ¬ö× 
1. Àü¸Ç¢ý ¦Á¡ò¾ ±ñ½¢ì¨¸  [  ] 
2. À¡øÀü¸Ç¢ý ±½¢ì¨¸  [  ] 
3. ¿¢Ãó¾Ã Àü¸Ç¢ý ±ñ½¢ì¨¸  [  ] 
4. º¢¨¾ó¾ Àü¸Ç¢ý ±ñ½¢ì¨¸  [  ] 
a. À¡¾¢ 
b. ¦Á¡ò¾õ 
5. þøÄ¡¾ Àü¸Ç¢ý ±ñ½¢ì¨¸ (Å¢Øó¾ / ±Îì¸ôÀð¼) 
a. À¡ø Àø 
b. ¿¢Ãó¾Ã Àø 
c. Àüº¢¨¾Å¢É¡ø  
d. Àüº¢¨¾× «øÄ¡¾ ¸¡Ã½í¸û 
6. «¨¼ì¸ôÀð¼ Àü¸Ç¢ý ±ñ½¢ì¨¸ [  ] 
7. Àü¸Ç¢ø ÅÄ¢ ¯ñ¼¡? 
¬õ   þø¨Ä 
8. Àü¸Ç¢ø Ð÷¿¡üÈõ ¯ñ¼¡? 
¬õ   þø¨Ä 
9. Àü¸Ç¢ø ¿¢ÈÁ¡üÈõ ¯ñ¼¡? 
¬õ   þø¨Ä 
10. Àü¸Ç¢ý ®Ú¸Ç¢ø þÃò¾ì¸º¢× ¯ñ¼¡? 
¬õ   þø¨Ä 
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ÀÌ¾¢-® 
Àüº¢¨¾¨Å ÀüÈ¢Â ÓýÉÈ¢¨Å ¸ñ¼È¢Ôõ ¬ö× 
1. Àüº¢¨¾× ±ýÀÐ 
a. Ññ½¢Â ¸¢ÕÁ¢Â¡ø 
b. ®Ú¸Ç¢ø þÃò¾ì¸º¢× 
c. ¦¾Ã¢ÂÅ¢ø¨Ä 
2. Àü¦º¡ò¨¾Â¢ý ¸¡Ã½õ 
a. Ó¨ÈÂüÈ Àø ÐÇìÌ¾ø 
b. Ó¨ÈÂ¡É Àø ÐÇìÌ¾ø 
c. ¦¾Ã¢ÂÅ¢ø¨Ä 
3. ¦À¡ÐÅ¡¸ Àü¦º¡ò¨¾Â¢É¡ø À¡¾¢ì¸ôÀÎõ ÅÂÐ 
a. Ó¾¢ÂÅ÷¸û 
b. ÀûÇ¢ôÀÕÅõ 
c. ¦¾Ã¢ÂÅ¢ø¨Ä 
4. Àü¦º¡ò¨¾ìÌ ¸¡Ã½Á¡É ¯½×Ó¨È¸û 
a. §¸ì, Á¢ð¼¡ö, þÉ¢ôÒ  
b. «Ã¢º¢ 
c. ¸¡ö¸È¢¸û 
d. ¦¾Ã¢ÂÅ¢ø¨Ä 
5. ¯½×ô¦À¡Õð¸û Àü¸Ç¢ø ¾íÌÅ¾¡ø Àüº¢¨¾× ²üÀÎÁ¡? 
¬õ   þø¨Ä 
 
6. Àüº¢¨¾×¸Ç¢ý «È¢ÌÈ¢¸û 
a. ÀøÅÄ¢ 
b. Àü¸Ç¢ø ¸ÕôÒ ¿¢Èõ 
c. Áïºû ¿¢Èô Àü¸û 
d. ¦¾Ã¢ÂÅ¢ø¨Ä 
7. Àü¦º¡ò¨¾ Àü¸Ç¢ø þÕóÐ ÁüÈ Àü¸ÙìÌ ÀÃ×Á¡? 
¬õ   þø¨Ä 
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8. Àø ÐÇìÌõ Ó¨È¸û 
a. ÓýÛõ À¢ýÛÁ¡¸ 
b. §ÁÖõ ¸£ØÁ¡¸ 
c. ÍüÚÓ¨È 
9. Àø àÃ¢¨¸Á¡üÚÅ¾ü¸¡É ºÃ¢Â¡É ¸¡Ä §¿Ãõ 
a. ãýÚ Á¡¾õ 
b. ¬Ú Á¡¾õ 
c. ÅÕ¼ò¾¢üÌ ´Õ Ó¨È 
10. Àü¦º¡ò¨¾¨Â ¾ÎìÌõ Ó¨È¸û 
a. Àø ÐÇìÌÅÐ 
b. ¯½×ìÌôÀ¢ý Å¡ö ¦¸¡ôÀÇ¢ôÀÐ 
c. §ÁüÜÈ¢Â þÃñÎõ 
11. ÁÕòÐÅ¨Ã «Û¸ §ÅñÊÂ ¸¡Ä «Å¸¡ºõ 
a. 6 Á¡¾õ 
b. ´Õ ÅÕ¼õ 
12. Àü¦º¡ò¾¢Â¢ý «üÌÈ¢¸Ç¡¸ Ý¼¡É, ÌÇ¢÷îº¢Â¡É ÁüÚõ þÉ¢ôÒ Å¨¸¸û 
¯ñÏõ§À¡Ð ÀüÜîºõ ²üÀÎÁ¡? 
¬õ    þø¨Ä 
 
Á¾¢ô¦Àñ¸û 
¦Á¡ò¾ Á¾¢ô¦Àñ¸û 12 
´ù¦Å¡Õ §¸ûÅ¢ìÌõ ´Õ Á¾¢ô¦Àñ 
9-12    «¾¢¸ «È¢×ò¾¢Èý 
5-8   §À¡ÐÁ¡É «È¢×ò¾¢Èý 
4Ìõ Ì¨ÈÅ¡¸  Ì¨ÈÅ¡É «È¢×ò¾¢Èý 
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ÀÌ¾¢-þ 
ÀüÍò¾ò¨¾ ¸ñ¼È¢Ôõ ¬ö× 
1. ¸¡¨ÄÂ¢ø Àü¸¨Ç ÐÇìÌÅÐ ¯ñ¼¡? 
¬õ   þø¨Ä 
2. Àø ÐÇìÌÅ¾üÌ ÀÂýÀÎòÐõ º¡¾Éõ? 
a. §ÅôÀíÌîº¢ 
b. ¨¸Å¢Ãø 
c. Àø àÃ¢¨¸ 
3. Àø ÐÇì¸ ÀÂýÀÎòÐÀ¨Å? 
a. ºõÀø 
b. ÀüÀ¨º 
c. Àø¦À¡Ê 
d. ¦ºí¸ø¦À¡Ê 
e. ÁüÈ¨Å __________ 
4. ¸¡¨ÄÂ¢ø ÀøÐÇìÌõ Óý §¾¿£÷ ÀÕÌõ ÀÆì¸õ ¯ñ¼¡? 
¬õ   þø¨Ä 
5. ¿£í¸û Á¢ð¼¡ö ÁüÚõ ìÃ£õ À¢Â¸ð º¡ôÀ¢ÎÅÐ ¯ñ¼¡? 
¬õ   þø¨Ä 
6. ÀÎì¨¸ìÌ ¦ºøÖõ Óý Àø ÐÇìÌÅÐñ¼¡? 
¬õ   þø¨Ä 
7. Å¢Ãø ºôÒõ ÀÆì¸õ ¯ñ¼¡? 
¬õ   þø¨Ä 
Á¾¢ô¦Àñ¸û 
´ù¦Å¡Õ §¸ûÅ¢ìÌõ 1 Á¾¢ô¦Àñ ¦¸¡Îì¸ôÀÎõ. 
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CHECK LIST 
S.No Criteria Correctly 
Performed 2 
Performed 
 
1 
Not 
Performed 
0 
1.  
  Place the brush at an 
angle on the outer gum line with the 
bristles facing towards the gum. 
Wiggle gently back and forth, repeat 
for each tooth. 
 
   
2. 
 Then brush the inside 
of each tooth using the same wiggling 
technique as in Step 1. 
 
   
3. 
 Brush the chewing 
surfaces of the teeth using a backward 
and forward motion. 
 
   
4. 
 Use the tip of the brush 
behind each front tooth both top and 
bottom 
   
5. 
Gently brush the tongue 
and gum line. 
   
 
